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THE    ABOVE    FORM    THE  COUNCIL. 


RESIDENT  LIBRARIAN. 

JAMES  BLAKE  BAILEY. 


A.  LIST  OF  THE  PRESIDENTS  OF  THE  SOCIETY 
FROM  ITS  FORMATION. 


ELECTED 

1805.  WILLIAM  SAUNDERS,  M.D. 

1808.  MATTHEW  BAILLIE,  M.D. 

1810.  SIR  HENRY  HALFORD,  Bart.,  M.D.,  G.C.H. 

1813.  SIR  GILBERT  BLANE,  Bart.,  M.D. 

1815.  HENRY  CLINE. 

1817.  WILLIAM  BABINGTON,  M.D. 

1819.  SIR  ASTLEY  PASTON  COOPER,  Bart.,  K.C.H.,  D.C.L. 

1821.  JOHN  COOKE,  M.D. 

1823.  JOHN  ABERNETHY. 

1825.  GEORGE  BIRKBECK,  M.D. 

1827.  BENJAMIN  TRAVERS. 

1829.  PETER  MARK  ROGET,  M.D. 

1831.  SIR  WILLIAM  LAWRENCE,  Bart. 

1833.  JOHN  ELLIOTSON,  M.D. 

1835.  HENRY  EARLE. 

1837.  RICHARD  BRIGHT,  M.D.,  D.C.L. 

1839.  SIR  BENJAMIN  COLLINS  BRODIE,  Bart.,  D.C  L. 

1841.  ROBERT  WILLIAMS,  M.D. 

1843.  EDWARD  STANLEY. 

1845.  WILLIAM  FREDERICK  CHAMBERS,  M.D.,  K.CH. 

1847.  JAMES  MONCRIEFF  ARNOTT. 

1849.  THOMAS  ADDISON,  M.D. 

1851.  JOSEPH  HODGSON. 

1853.  JAMES  COPLAND,  M.D. 

1855.  CESAR  HENRY  HAWKINS. 

1857.  SIR  CHARLES  LOCOCK,  Bart.,  M.D. 

1859.  FREDERIC  CARPENTER  SKEY. 

1861.  BENJAMIN  GUY  BABINGTON,  M.D. 

1863.  RICHARD  PARTRIDGE. 

1865.  SIR  JAMES  ALDERSON,  M.D.,  D.C.L. 

1867.  SAMUEL  SOLLY. 

1869.  SIR  GEORGE  BURROWS,  Bart.,  M.D.,  D.C.L. 

1871.  THOMAS  BLIZARD  CURLING. 

1873.  CHARLES  JAMES  BLASIUS  WILLIAMS,  M.D. 

1875.  SIR  JAMES  PAGET,  Bart.,  D.C.L.,  LL.D. 

1877.  CHARLES  WEST,  M.D. 

1879.  JOHN  ERIC  ERICHSEN. 

1881.  ANDREW  WHYTE  BARCLAY,  M.D. 

1882.  JOHN  MARSHALL. 
1884.  GEORGE  JOHNSON,  M.D. 


FELLOWS  OF  THE   SOCIETY  APPOINTED  BY 
THE  COUNCIL  AS  REFEREES  OF  PAPERS. 


FOR  THE  SESSION  OF  1884-85. 


BAXTER,  EVAN  BUCHANAN,  M.D, 

BECK,  MARCUS. 

BELLAMY,  EDWARD. 

BROADBENT,  WILLIAM  HENRY,  M.D. 

BRUNTON,  THOMAS  LAUDER,  M.D.,  F.R.S. 

BRYANT,  THOMAS. 

CREIGHTON,  CHARLES,  M.D. 

CURNOW,  JOHN,  M.D. 

DICKINSON,  WILLIAM  HOWSHIP,  M.D. 

DUNCAN,  JAS.  MATTHEWS,  M.D.,  LL.D.,  F.R.S. 

ERICHSEN,  JOHN  E.,  LL  D.,  F.R.S. 

FAYRER,  SIR  JOSEPH,  K.C.S.I.,  M.D.,  F.R.S. 

FENWICK,  SAMUEL,  M.D. 

GALABIN,  ALFRED  LEWIS,  M.D. 

GERVIS,  HENRY,  M.D. 

GREEN,  T.  HENRY,  M.D. 

IIARLEY,  JOHN,  M.D. 

HEWITT,  GRAILY,  M.D. 

HOLMES,  TIMOTHY,  M.A. 

HUTCHINSON,  JONATHAN,  F.R.S. 

LEGG,  JOHN  WICKHAM,  M.D. 

LOWNE,  BENJAMIN  THOMPSON. 

MACNAMARA,  CHARLES. 

MARCET,  WILLIAM,  M.D.,  F.R.S. 

MORRIS,  HENRY. 

MOXON,  WALTER,  M.D. 

ORD,  WILLIAM  MILLER,  M.D. 

PAGE,  HERBERT  WILLIAM,  M.A.,  M.C. 

POLLOCK,  GEORGE  DAVID. 

SMITH,  THOMAS. 

STURGES,  OCTAVIUS,  M.D. 

WARING,  EDWARD  JOHN,  M.D. 

WEBER,  HERMANN,  M.D. 

WILLETT,  ALFRED. 

WILLIAMS,  JOHN,  M.D. 

WOOD,  JOHN,  F.R.S. 


TRUSTEES   OE   THE  SOCIETY. 


SIR  GEORGE  BURROWS,  Bart.,  M.D.,  D.C.L.,  E.R.S. 
THOMAS  BLIZARD  CURLING,  E.R.S. 


TRUSTEES  OE  THE  MARSHALL  HALL  MEMORIAL  EUND. 


WALTER  BUTLER  CHEADLE,  M.D. 
WILLIAM  OGLE,  M.D. 
THOMAS  SMITH. 


LIBRARY  COMMITTEE  EOR  THE  SESSION  OE  1884-85. 

THOMAS  LAUDER  BRUNTON,  M.D.,E.R.S. 
ALERED  LEWIS  GALABIN,  M.A.,  M.D. 
WILLIAM  R.  GOWERS,  M.D. 
J.  WICKHAM  LEGG,  M.D. 
JOSEPH  ERANK  PAYNE,  M.D. 
MARCUS  BECK,  CM. 
EREDERICK  JAMES  GANT. 
J.  WARRINGTON  HAWARD. 
JEREMIAH  MacCARTHY,  M.A. 
WILLIAM  JOHNSON  WALSHAM,  CM. 
(  R.  DOUGLAS  POWELL,  M.D. 


WILSON  EOX,  M.D.,  E.R.S. 
JOHN  WHITAKER  HULKE,  F.R.S. 
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OF  THE 

ROYAL  MEDICAL  AND  CHIRURGICAL 


SOCIETY 


OF  LONDON. 


EXPLANATION  OF  THE  ABBREVIATIONS. 

P. — President.  V.P. — Vice-President. 

T. — Treasurer.  S. —  Secretary. 

L. — Librarian.  C. — Member  of  Council. 

The  figures  succeeding  the  words  Trans,  and  Pro.  show  the  number  of  Papers 
which  have  been  contributed  to  the  Transactions  or  Proceedings  by  the 
Fellow  to  whose  name  they  are  annexed.  Referee,  Set.  Com.,  and  Lid.  Com., 
with  the  dates  of  office,  are  attached  to  the  names  of  those  who  have 
served  on  the  Committees  of  the  Society. 


OCTOBER,  1884. 

Those  marked  thus  (f)  have  paid  the  Composition  Fee  in  lieu  of  further 
annual  subscriptions. 

Amongst  the  non-residents  those  marked  thus  (*)  are  entitled  by 
composition  to  receive  the  Transactions. 

Elected 

1846  *Abercrombie,  John,  M.D. 

1877  Abercrombie,  John,  M.D.,  Assistant  Physician  to,  and 
Lecturer  on  Forensic  Medicine  at,  Charing  Cross  Hos- 
pital ;  39,  Welbeck  street,  Cavendish  square. 

1851  *Acland,  Sir  Henry  Wentworth,  K.C.B.,  M.D.,  LL.D., 
F.R.S.,  Honorary  Physician  to  H.R.H.  the  Prince  of 
Wales ;  Regius  Professor  of  Medicine  in  the  University 
of  Oxford  ;  Broad  Street,  Oxford. 

1847  Acosta,   Elisha,    M.D.,    24,  Rue  de  Luxembourg,  St. 

Honore,  Paris. 
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FELLOWS  OF  THE  SOCIETY. 


Elected 

1852  Adams,  William,  Surgeon  to  the  Great  Northern  Hospital 
and  to  the  National  Hospital  for  the  Paralysed  and  Epi- 
leptic ;  Consulting  Surgeon  to  the  National  Orthopaedic 
Hospital,  Great  Portland  street ;  5,  Henrietta  street, 
Cavendish  square.    C.  1873-4.    Trans.  3. 

1867    Aikin,  Charles  Arthur,  7,  Clifton  place,  Hyde  park. 

1837  #Ainsworth,  Ralph  Fawsett,  M.D.,  Consulting  Physician 
to  the  Manchester  Royal  Infirmary;  Cliff  Point,  Lower 
Broughton,  Manchester. 

1839  Alcock,  Sir  Rutherford,  K.C.B.,  K.C.T.,  K.T.S.,  D.C.L., 
late  H.M.'s  Envoy  Extraordinary  at  the  Court  of  Pekin. 
Trans.  I. 

1866  Allbutt,  Thomas  Clifford,  A.M.,  M.D.,  F.R.S.,  Physician 
to  the  Leeds  General  Infirmary;  35,  Park  square, 
Leeds.    Trans.  3. 

1879  Allchin,  William    Henry,   M.B.,    Physician  to,  and 

Lecturer  on  Medicine  at,  the  Westminster  Hospital; 
5,  Chandos  street,  Cavendish  square,  W. 
1863    Althaus,  Julius,  M.D.,  Senior  Physician  to  the  Hospital 
for  Epilepsy  and  Paralysis,  Regent's  park ;  48,  Harley 
street,  Cavendish  square.    Trans.  2. 

1884  Anderson,  Alexander  Richard,  Resident  Surgeon, 
General  Hospital,  Nottingham. 

1881  Anderson,  James,  A.M.,  M.D.,  84,  Wimpole  street,  Caven- 
dish square. 

1862    Andrew,  Edwyn,  M.D.,  12,  St.  John's  Hill,  Shrewsbury. 

1862  Andrew,  James,  M.D.,  Physician  to,  and  Lecturer  on  Medi- 
cine at,  St.  Bartholomew's  Hospital ;  22,  Harley  street, 
Cavendish  square.    S.  1878-9.    C.  1881-2.    Trans.  1. 

1820    Andrews,  Thomas,  M.D.,  Norfolk,  Virginia. 

1880  *Afpleton,  Henry,  M.D.,  Staines. 

1819  fARNOTT,  James  Moncrieff,  F.R.S.,  Chapel  House,  Lady 
Bank,  Fifeshire,  and  36,  Sussex  gardens,  Hyde  park. 
L.  1826-8.  V.P.  1832-3.  T.  1835-40.  C.  1846,  1855-6. 
P.  1847-8.  Referee,  1842-45,  1849-54,  1857-64. 
Lib.  Com.  1836.    Trans.  8. 


FELLOWS   OF  THE  SOCIETY. 


XI 


Elected 

1874  AvELiNG,  James  H.,  M.D.,  Physician  to  the  Chelsea  Hos- 
pital for  Women  ;  1,  Upper  Wimpole  street,  Cavendish 
square. 

1851  *Baker,  Alfred,  Consulting  Surgeon  to  the  Birmingham 
General  Hospital ;  3,  Waterloo  street,  Birmingham. 

1873  *Baker,  J.  "Wright,  Senior  Surgeon  to  the  Derbyshire 
General  Infirmary;  102,  Friargate,  Derby. 

1865  Baker,  William  Morrant,   Surgeon  to,   and  Lecturer 

on  Physiology  at,  St.  Bartholomew's  Hospital ;  Con- 
sulting Surgeon  to  the  Evelina  Hospital  for  Sick 
Children  ;  26,  Wimpole  street,  Cavendish  square.  C. 
1878-9.    Lib.  Com.  1876-7.    Trans.  6. 

1869  Bakewell,  Robert  Hall,  M.D.,  Ross,  Westland,  New 
Zealand. 

1839  fBALFOUR,  Thomas  Graham,  M.D.,  F.R.S.,  Surgeon 
General;  Coombe  Lodge,  Wimbledon  Park.  C.  1852-3. 
V.P.  1860-1.    T.  1872.    Lib.  Com.  1849.    Trans.  2. 

1848  fBALLARD,  Edward,  M.D.,  Inspector,  Medical  Department, 
Local  Government  Board  ;  12,  Highbury  terrace, 
Islington.  C.  1872.  V.P.  1875-6.  Referee,  1853-71 . 
Lib.  Com.  1855.    Trans.  5. 

1866  *Banks,  John    Thomas,  M.D.,  Physician  in  Ordinary 

to  the  Queen  in  Ireland;  Physician  to  Richmond, 
Whitworth,  and  Hardwicke  Hospitals ;  Regius  Pro- 
fessor of  Physic  in  the  University  of  Dublin  ;  Member 
of  the  Senate  of  the  Queen's  University  in  Ireland  ; 
45,  Merrion  square,  Dublin. 

1879  Barker,  Arthur  Edward  James,  Assistant  Surgeon  to, 
and  Assistant  Professor  of  Clinical  Surgery  at,  University 
College  Hospital ;  87,  Harley  street,  Cavendish  square. 
Trans.  3. 

1882  Barker,  Frederick  Charles,  M.D.,  Surgeon-Major, 
Bombay  Medical  Service  [care  of  Arthur  E.  J. 
Barker,  87,  Harley  street]. 


xii 
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Elected 

1833  Barker,  Thomas  Alfred,  M.D.,  Consulting  Physician  to 
St.  Thomas's  Hospital;  109,  Gloucester  place,  Port- 
man  square.  C.  1844-5.  V.P.  1853-4.  T.  1860-2. 
Referee,  1848-51.    Trans.  6. 

18/6  Barlow,  Thomas,  M.D.,  B.S.,  Assistant  Physician  to 
University  College  Hospital,  to  the  Hospital  for  Sick 
Children,  Great  Ormond  street,  and  to  the  London 
Fever  Hospital ;  10,  Montague  street,  Russell  square. 
Trans.  1. 

1881  *Barnes,  Henry,  M.D.,  F.R.S.  iM.,  Physician  to  the  Cum- 
berland Infirmary  ;  6,  Portland  square,  Carlisle. 

1861  Barnes,  Robert,  M.D.,  Obstetric  Physician  to,  and  Lec- 
turer on  Midwifery  at,  St.  George's  Hospital  ;  15, 
Harley  street,  Cavendish  square.  C.  1877-8.  Referee, 
1867-76.    Lib.  Com.  1869-73.    Trans.  4. 

1864  Barratt,  Joseph  Gillman,  M.D.,  8,  Cleveland  gardens, 
Bayswater. 

1880  Barrow,  A.  Boyce,  Assistant  Surgeon  to  the  Westminster 
Hospital  and  to  the  West  London  Hospital;  17,  Wel- 
beck  street,  Cavendish  square. 

1840  Barrow,  Benjamin,  Surgeon  to  the  Eoyal  Isle  of  Wight 
Infirmary  ;  Southlands,  Ryde,  Isle  of  Wight. 

1859  Barwell,  Richard,  Vice-President,  Surgeon  to,  and  Lec- 
turer on  Surgery  at,  the  Charing  Cross  Hospital ;  32, 
George  street,  Hanover  square.  C.  1876-77.  V.P. 
1883-4.    Referee,  1868-75,  1879-82.    Trans.  9. 

1868  Bastian,  Henry  Charlton,  M.A.,  M.D.,  F.R.S. ,  Professor 
of  Pathological  Anatomy  in  University  College,  London, 
and  Physician  to  University  College  Hospital;  Physician 
for  Out-patients  to  the  National  Hospital  for  the 
Paralysed  and  Epileptic ;  20,  Queen  Anne  street, 
Cavendish  square.    Trans.  1. 

1874  Baxter,  Evan  Bechanan,  M.D.,  Professor  of  Materia 
Medica  at  King's  College,  London ;  Physician  to 
Ring's  College  Hospital ;  28,  Weymouth  street,  Port- 
land place.    Referee,  1881-4. 


FELLOWS   OF   THE  SOCIETY. 


xiii 


Elected 

1875  Beach,  Fletcher,  M.B.,  Medical  Superintendent,  Metro- 
politan District  Asylum,  Darentli,  near  Dartford,  Kent. 

1883  Beale,  Edwin  Clifford,  M.A.,  M.B.,  Assistant  Physician 
to  the  City  of  London  Hospital  for  Diseases  of  the 
Chest ;  and  Physician  to  the  Great  Northern  Hospital ; 
23,  Upper  Berkeley  street. 

1862  Beale,  Lionel  Smith,  M.B.,  F.R.S.,  Professor  of  the 
Principles  and  Practice  of  Medicine  in  King's  College, 
London,  and  Physician  to  King's  College  Hospital ; 
61,  Grosvenor  street.  C.  1876-77.  Referee,  1873-5. 
Trans.  1. 

1860    *Bealey,  Adam,  M.D.,  M.A.,  Oak  Lea,  Harrogate. 

1856  Beaiidsley,  Amos,  F.L.S.,  Bay  villa,  Grange-over-Sands, 
Lancashire. 

1871  Beck,  Marcus,  M.S.,  Teacher  of  Operative  Surgery,  and 
Professor  of  Clinical  Surgery  in  University  College, 
London ;  and  Assistant  Surgeon  to  University  College 
Hospital ;  30,  Wimpole  street,  Cavendish  square. 
Referee,  1882-4.    Lib.  Com.  1881-4. 

1880  Beevor,  Charles  Edward,  M.D.,  Assistant  Physician  to 
the  National  Hospital  for  the  Paralysed  and  Epileptic ; 
33,  Harley  street,  Cavendish  square. 

1858  Begley,  William  Chapman,  A.M.,  M.D.,  late  of  the  Middle- 
sex County  Lunatic  Asylum,  Hanwell ;  26,  Saint  Peter's 
square,  Hammersmith.    C.  1877-8. 

1883  Bell,  Hutchinson  Royes,  Surgeon  to,  and  Demonstrator 
of  Operative  Surgery  at,  King's  College  Hospital;  12, 
Queen  Anne  street,  Cavendish  square. 

1871  Bellamy,  Edward,  Surgeon  to,  and  Lecturer  on  Anatomy 
at,  Charing  Cross  Hospital ;  Lecturer  on  Artistic 
Anatomy  to  the  Science  and  Art  Department,  South 
Kensington;  17,  Wimpole  street,  Cavendish  square. 
Referee,  1882-4.    Lib.  Com.  1879-81. 

1847    Ben  net,  James  Henry,  M.D.,  The  Ferns,  Wey  bridge. 


xiv 


FELLOWS   OF   THE  SOCIETY. 


Elected 

1880  Bennett,  Alex.  Hughes,  M.D.,  Assistant  Physician  to  the 
Westminster  Hospital ;  38,  Queen  Anne  street,  Caven- 
dish square,  and  1,  Petersham  terrace,  Gloucester 
road,  South  Kensington. 

1883    Bennett,  Storer,  17,  George  street,  Hanover  square. 

1S77  Bennett,  William  Henry,  Assistant  Surgeon  to,  and 
Lecturer  on  Anatomy  at,  St.  George's  Hospital ;  Surgeon 
to  the  Belgrave  Hospital  for  Children;  1,  Chesterfield 
street,  Mayfair. 

1845  fBERRY,  Edward  Unwin,  17,  Sherriff  road,  West  Hamp- 
stead. 

1820    Bertin,  Stephen,  Paris. 

1872  Beverley,  Michael,  M.D.,  Assistant  Surgeon  to  the  Nor- 
folk and  Norwich  Hospital ;  63,  St.  Giles's  street,  Nor- 
wich. 

1865  *Bickersteth,  Edward  Robert,  Surgeon  to  the  Liverpool 

Royal  Infirmary,  and  Lecturer  on  Clinical  Surgery  in 
the  Liverpool  Royal  Infirmary  School  of  Medicine ;  2, 
Rodney  street,  Liverpool.    Trans.  1. 

1878    Bindon,  William  John  Vereker,  M.D. 

1854  Bird,  Peter  Hinckes,  F.L.S.,  Post  Office,  Limassol, 
Cyprus. 

1856  Bird,  William,  Consulting  Surgeon  to  the  West  London 
Hospital ;  Bute  House,  Hammersmith. 

1849  fBiRKETT,  Edmund  Lloyd,  M.D.,  Consulting  Physician  to 
the  City  of  London  Hospital  for  Diseases  of  the  Chest ; 
48,  Russell  square.    C.  1865-6.    Referee,  1851-9. 

1851  fBiRKETT,  John,  F.L.S.,  Consulting  Surgeon  to  Guy's 
Hospital ;  Corresponding  Member  of  the  "  Societe 
de  Chirurgie  "  of  Paris  ;  Inspector  of  Anatomy  for  the 
Provinces  in  England  and  Wales ;  62,  Green  street, 
Grosvenor  square.  L.  1856-7.  S.  1863-5.  C.  1867-8. 
T.  1870-78.  V.P.  1879-80.  Referee,  1851-5,  1866, 
1869,    Set.  Com.  1863.    Lib.  Com.  1852.    Trans.  8. 

1866  Bishop,  Edward,  M.D.,  Cintra  park,  Upper  Norwood. 


FELLOWS  OF  THE  SOCIETY. 


Elected 

1881  Biss,  Cecil  Yates,  M.D.,  Assistant  Physician  to  the  Hos- 

pital for  Consumption  and  to  the  Middlesex  Hospital ; 
65,  Harley  street,  Cavendish  square.    Trans.  I. 

1865  Blanchet,  Hilarion,  Examiner  to  the  College  of  Physicians 
and  Surgeons,  Lower  Canada ;  6,  Palace  street,  Quebec, 
Canada  east. 

1865  Blandeord,  George  Fielding,  M.D.,  Lecturer  on  Psycho- 
logical  Medicine  at  St.  George's  Hospital;  71,  Gros- 
venor  street.    C.  1883-4. 

1867  Bloxam,  John  Astley,  Surgeon  to,  and  Teacher  of  Opera- 
tive Surgery  in,  Charing  Cross  Hospital ;  Surgeon  for 
Out-Patients  to  the  Lock  Hospital ;  Junior  Surgeon  to 
the  West  London  Hospital  ;  8,  George  street,  Hanover 
square. 

1823    Bojanus,  Louis  Henry,  M.D.,  Wilna. 

1846  fBosTOCK,  John  Ashton,  C.B.,  Hon.  Surgeon  to  H.M.  the 
Queen;  Surgeon-Major,  Scots  Fusilier  Guards;  73, 
Onslow  gardens,  Brompton.  C. 1861-2.  V.P.  1870-71. 
Sci.  Com.  1867. 

1869  Bourne,  Walter,  M.D.  [care  of  the  National  Bank  of  India, 

80,  King  William  street,  City.] 

1882  Bowlby,  Anthony  A.,  Curator  of  the  Museum,  St.  Bar- 

tholomew's Hospital,  75,  Warrington  crescent,  Maida 
hill. 

1870  *Bowles,  Robert  Leamon,  M.D.,  8,  West  terrace,  Folke- 

stone. 

1841  fBowMAN,  Sir  William,  Bart.,  LL.D.,  F.R.S.,  F.L.S., 
Consulting  Surgeon  to  the  Royal  London  Ophthalmic 
Hospital,  Moorfields ;  5,  Clifford  street,  Bond  street, 
C.  1852-3.  V.P.  1862.  Referee,  1845-50,  1854-6, 
Lib.  Com.  1847.    Trans.  3. 

1884  Boyd,  Stanley,  M.B.,  Assistant  Surgeon  to  the  Charing 
Cross  Hospital ;  62,  Guilford  street,  Russell  square. 

1862  Brace,  William  Henry,  M.D.,  7,  Queen's  Gate  terrace, 
Kensington. 
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1874    Bradshaw,  A.  F.,  Surgeon-Major;  Surgeon  to  the  Rt.  Hon. 

the  Commander  in  Chief  in  India  ;  Army  Head  Quar- 
ters, Bengal  Presidency.  [Agent:  Vesey  W.  Holt,  17, 
Whitehall  place.] 

1883  Bradshaw,  James  Dixon,  M.B.,  30,  George  Street, 
Hanover  square. 

1867    *Brett,  Alfred  T.,  M.D.,  Watford,  Herts. 

1876  Bridges,  Robert,  M.B.,  Manor  House,  Yattendon,  New- 
bury, Berks. 

1867  Bridgewater,  Thomas,  M.B.,  Harrow-on-the-Hill,  Mid- 

dlesex. 

1868  Broadbent,  William  Henry,  M.D.,  Physician  to,  and 

Lecturer  on  Medicine  at,  St.  Mary's  Hospital ;  Consulting 
Physician  to  the  London  Fever  Hospital ;  34,  Seymour 
street,  Portman  square.    Referee,  1881-4.    Trans.  5. 

1851  fBRODHURST,  Bernard  Edward,  F.L.S.,  Surgeon  to  the 
Royal  Orthopedic  Hospital ;  20,  Grosvenor  street. 
C.  1868-9.    Lib.  Com.  1862-3.    Trans.  2.    Pro.  1. 

1872  Brodie,  George  Bernard,  M.D.,  Consulting  Physician- 
Accoucheur  to  Queen  Charlotte's  Hospital ;  3,  Chester- 
field street,  Mayfair.    Trans.  1. 

1860  Brown-Seward,  Charles  Edouard,  M.D.,  LL.D.,  F.R.S., 
Laureate  of  the  Academy  of  Sciences  of  Paris  ;  Professor 
of  Medicine  at  the  College  of  France  ;  Professor  of 
General  Physiology  at  the  Museum  of  Natural  History ; 
Paris.    Set.  Com.  1862. 

1878  Browne,  James  Crichton,  M.D.,  LL.D.,  F.R.S.,  Lord 
Chancellor's  Visitor  in  Lunacy  ;  Lecturer  on  Mental 
Diseases,  St.  Mary's  Hospital ;  7,  Cumberland  Ter- 
race, Regent's  Park. 

1880  Browne,  James  William,  M.B.,  8,  Norland  place,  Ux- 

bridge  road. 

1881  Browne,  John  Walton,  M.D.,   Surgeon  to  the  Belfast 

Ophthalmological  Hospital;  10,  College  square  N., 
Belfast. 

1881  Browne,  Oswald  A.,  M.A.,  St.  Bartholomew's  Hospital; 
25,  Bernard  street,  Russell  square. 
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1874  Bruce,  John  Mitchell,  M.D.,  Physician  to,  and  Lecturer 
on  Materia  Medica  at,  the  Charing  Cross  Hospital ; 
Assistant  Physician  to  the  Hospital  for  Consumption, 
Brompton  ;  70,  Harley  street.    Trans.  1 . 

1871  Buunton,  Thomas  Lauder,  M.D.,  F.R.S.,  Assistant  Physi- 
cian to,  and  Lecturer  on  Materia  Medica  and  Thera- 
peutics at,  St.  Bartholomew's  Hospital ;  Examiner  in 
Materia  Medica  in  the  University  of  London ;  50, 
Welbeck  street,  Cavendish  square.  Referee,  1880-84. 
Lib.  Com.  1882-4. 

1860  Bryant,  Thomas,  Surgeon  to,  and  Lecturer  on  Surgery  at, 
Guy's  Hospital ;  53,  Upper  Brook  street,  Grosvenor 
square.  C.  1873-4.  Sci.  Com.  1863.  Referee,  1882-4!. 
Lib.  Com.  1868-71.    Trans.  9.    Pro.  I. 

1855  Bryant,  Walter  John,  Physician  to  the  Home  for 
Incurable  Children,  Maida  vale ;  23a,  Sussex  square, 
Hyde  park  gardens. 

1823    Buchanan,  B.  Bartlet,  M.D. 

1864  Buchanan,  George,  M.D.,  F.R.S.,  Medical  Officer  of  the 
Local  Government  Board  ;  Member  of  the  Senate  of  the 
University  of  London  ;  24,  Nottingham  place,  Maryle- 
bone  road. 

1864    Buckle,  Fleetwood,  M.D. 

1876  Bucknill,  John  Charles,  M.D.,  F.R.S. ;  E  2,  The  Albany, 
Piccadilly,  and  Hill  Morton  Hall,  Rugby. 

1881  Buller,  Audley  Cecil,  late  City  of  London  Hospital  for 
Diseases  of  the  Chest,  Victoria  Park. 

1833  fBuRROws,  Sir  George,  Bart,  M.D.,  D.C.L.,  LL.D.,  F.R.S., 
Physician  in  Ordinary  to  H.M.  the  Queen;  Consulting 
Physician  to  St.  Bartholomew's  Hospital;  Member  of 
the  Senate  of  the  University  of  London  ;  18,  Cavendish 
square.  C.  1839-40,  1858-9.  T.  1845-7.  V.  P. 
1849-50.  P.  1869-70.  Referee,  1842-6,  1850-7, 
1861-68,  1875-81.  Lib.  Com.  1836.  Trans.  2. 
VOL.  LXVll.  h 
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1837  f Busk,  George,  F.R.S.,  F.L.S.,  Consulting  Surgeon  to  the 
Seamen's  Hospital,  Greenwich  ;  Member  of  the  Senate 
of  the  University  of  London  ;  32,  Harley  street,  Caven- 
dish square.  C.  1847-8.  V.P.  1855.  T.  1866. 
Referee,  1846-54,  1857-65.    Lib.  Com.  1847.   Trans.  4. 

1873  Butlin,  Henry  Trentham,  Assistant  Surgeon  to,  and 
Demonstrator  of  Practical  Surgery  and  of  Diseases  of 
the  Larynx  at,  St.  Bartholomew's  Hospital ;  47,  Queen 
Anne  street,  Cavendish  square.    Trans.  3. 

1871    Butt,  William  F.,  25,  Park  street,  Park  lane. 

1883    Buxton,  Dudley  Wilmot,  M.D.,  B.S.,  99,  Gower  Street. 

1868  Buzzard,  Thomas,  M.D.,  Physician  to  the  National  Hos- 
pital for  the  Paralysed  and  Epileptic  ;  56,  Grosvenor 
street,  Grosvenor  square. 

1851  *Cadge,  William,  Surgeon  to  the  Norfolk  and  Norwich 
Hospital;  24,  St.  Giles's  street,  Norwich.    Trans.  1. 

1875  Carter,  Charles  Henry,  M.D.,  Physician  to  the  Hospital 
for  Women,  Soho  square  ;  45,  Great  Cumberland  place, 
Hyde  park. 

1853  Carter,  Robert  Brudenell,  Ophthalmic  Surgeon  to,  and 
Lecturer  on  Ophthalmic  Surgery  at,  St.  George's 
Hospital;  27,  Queen  Anne  street,  Cavendish  square. 
Trans.  1. 

1845  f  Cartwright,  Samuel,  late  Professor  of  Dental  Surgery  at 
King's  College,  London,  and  Surgeon-Dentist  to  King's 
College  Hospital ;  Consulting  Surgeon  to  the  Dental 
Hospital;  32,  Old  Burlington  street.  C.  1860-1. 
Set.  Com.  1863. 

1879  Cartwright,  S.  Hamilton,  Professor  of  Dental  Surgery  at 
King's  College ;  32,  Old  Burlington  street. 

1868    Cavafy,  John,  M.D.,  Physician  to  St.  George's  Hospital; 

2,  Upper  Berkeley  street,  Portman  square.    Trans.  J. 

1871  Cayley,  William,  M.D.,  Physician  to,  and  Lecturer  on 
the  Principles  and  Practice  of  Medicine  at,  the  Middlesex 
Hospital ;  Physician  to  the  London  Fever  Hospital 
and  to  the  North-Eastern  Hospital  for  Children;  27, 
Wimpole  street,  Cavendish  square.     Trans.  1. 
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1884  Chaffey,  Wayland  Charles,  M.B.,  Medical  Registrar  to 
the  Hospital  for  Sick  Children,  Great  Oraiond  street ; 
28,  Cedars  road. 

1845  fCHALK,  William  Oliver,  3,  Nottingham  terrace,  York 
gate,  Regent's  park.    C.  1872-3. 

1844  -^Chambers,  Thomas  King,  M.D.,  Hon.  Physician  to 
H.R.H.  the  Prince  of  Wales ;  Consulting  Physician 
to  St.  Mary's  Hospital  and  to  the  Lock  Hospital ; 
Shrubs  Hill  House,  Sunningdale,  Staines.  C.  1861. 
V.P.  1867.  L.  1869-72.  Referee,  1851-60,  1866. 
Lib.  Com.  1852,  1868.    Trans.  1. 

1879  Champneys,  Francis  Henry,  M.A.,  M.B.,  Assistant  Lec- 
turer on  Midwifery,  and  Assistant  Obstetric  Physician 
to  St.  George's  Hospital ;  60,  Great  Cumberland  place. 
Trans.  5. 

1859    Chance,  Frank,  M.D.,  Burleigh  House,  Sydenham  Hill. 

1849  Chapman,  Frederick,  Old  Friars,  Richmond  Green, 
Surrey. 

1877  Charles,  T.  Cranstoun,  M.D.,  Lecturer  on  Practical 
Physiology  at  St.  Thomas's  Hospital ;  Crofton  Lodge, 
Hopton  road,  Coventry  park,  Streatham. 

1881  *Chavasse,  Thomas  Frederick,  M.D.,  CM.,  Surgeon 
to  the  Birmingham  General  Hospital ;  24,  Temple  Row, 
Birmingham.    Trans.  1. 

1868  Cheadle,  Walter  Butler,  M.D.,  Physician  (with  charge  of 
out-patients)  to,  and  Lecturer  on  Medicine  at,  St.  Mary's 
Hospital ;  Physician  to  the  Hospital  for  Sick  Children  ; 
2,  Hyde  park  place,  Cumberland  gate. 

1879  Cheyne,  William  Watson,  M.B.,  Assistant  Surgeon  and 
Demonstrator  of  Surgery  to  King's  College  Hospital ; 
14,  Mandeville  place,  Manchester  square,  W. 

1873  *Chisholm,  Edwin,  M.D.,  Abergeldie,  Ashfield,  near  Sydney, 
New  South  Wales. 
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1865  Cholmeley,   "William,   M.D.,  Physician   to   the  Great 

Northern  Hospital,  and  to  the  Margaret  Street  Infir- 
mary for  Consumption;  63,  Grosvenor  street,  Grosvenor 
square.    C.  1881-2.    Referee,  1873-80. 

1872  Christie,  Thomas  Beith,  M.D.,  Medical  Superintendent, 
Royal  India  Asylum,  Ealing. 

1866  Church,  William  Selby,  M.D.,  Physician  to,  and  Lecturer 

on  Clinical  Medicine  at,  St.  Bartholomew's  Hospital ; 
130,  Harley  street,  Cavendish  square.  Referee, 
1874-81. 

1860  Clark,  Sir  Andrew,  Bart.,  M.D.,  LL.D.,  Physician  to,  and 
Lecturer  on  Medicine  at,  the  London  Hospital;  16, 
Cavendish  square.    C.  1875. 

1879  Clark,  Andrew,  Assistant  Surgeon  to,  and  Lecturer  on 
Practical  Surgery  at,  the  Middlesex  Hospital;  19, 
Cavendish  place,  Cavendish  square,  W. 

1839  fCLARK,  Frederick  Le  Gros,  F.R.S.,  Consulting  Surgeon 
to  St.  Thomas's  Hospital ;  The  Thorns,  Sevenoaks. 
S.  1847-9.  V.P.  1855-6.  Referee,  1859-81.  Lib.  Com. 
1847.    Trans.  5. 

1882    Clarke,  Ernest,  M.B.,  B.S.,  21,  Lee  terrace,  Blackheath. 

1848  fCLARKE,  John,  M.D.,  42,  Hertford  street,  May  Fair.  C. 
1866. 

1881  Clarke,  W.  Bruce,  M.B.,  Assistant  Surgeon  to,  and 
Demonstrator  of  Anatomy  at,  St.  Bartholomew's 
Hospital ;  46,  Harley  street,  Cavendish  square. 

1842  fCLAYTON,  Sir  Oscar  Moore  Passey,  Extra  Surgeon-in- 
Ordinary  to  H.R.H.  the  Prince  of  Wales,  and  Surgeon- 
in-Ordinary  to  H.R.H.  the  Duke  of  Edinburgh;  5, 
Harley  street,  Cavendish  square.    C.  1865. 

1879  Clutton,  Henry  Hugh,  M.A.,  M.B.,  Assistant  Surgeon  to, 
and  Lecturer  on  Forensic  Medicine  at,  St.  Thomas's 
Hospital ;  2,  Portland  place. 

1857  Coates,  Charles,  M.D.,  Consulting  Physician  to  the  Bath 
General  and  Royal  United  Hospitals  ;  10,  Circus,  Bath. 
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1868  Cockle,  John,  M.D.,  F.L.S.,  Physician  to  the  Royal  Free 
Hospital;  13,  Spring  gardens,  Charing  cross.    Trans.  2. 

1865  Cooper,  Alfred,  Surgeon  for  Out-patients  to  the  Lock 
Hospital ;  Assistant  Surgeon  to  St.  Mark's  Hospital ; 
Surgeon  to  the  West  London  Hospital  ;  9,  Henrietta 
street,  Cavendish  square. 

1843  fCoopER,  "William  White,  Surgeon-Oculist  in  Ordinary 
to  H.M.  the  Queen  ;  Consulting  Ophthalmic  Sur- 
geon to  St.  Mary's  Hospital;  19,  Berkeley  square.  C. 
1858-9.    V.P.  1873-4.    Lib.  Com.  1847,  1856-7. 

1868    Cornish,  "William  Robert,  Surgeon-Major,  Madras  Army ; 

Sanitary  Commissioner  for  Madras  ;  Secretary  to  the 
Inspector-General,  Indian  Medical  Department. 

1860  #Corry,  Thomas  Charles  Steuart,  M.D.,  Ormean  Ter- 
race, Belfast. 

1864  Coulson,  Walter  John,  Surgeon  to  the  Lock  Hospital, 
17,  Harley  street,  Cavendish  square. 

1860  fCouPER,  John,  Surgeon  to  the  London  Hospital;  Assist- 
ant Surgeon  to  the  Royal  London  Ophthalmic  Hospital; 
80,  Grosvenor  street.    C.  1876.    Referee  1882-3. 

1877  Coupland,  Sidney,  M.D.,  Physician  to,  and  Lecturer  on 
Pathological  Anatomy  at,  the  Middlesex  Hospital;  14, 
Weymouth  street,  Portland  place. 

1862  Cowell,  George,  Surgeon  to,  and  Lecturer  on  Surgery 
at,  the  Westminster  Hospital ;  Surgeon  to  the  Royal 
Westminster  Ophthalmic  Hospital ;  Surgeon  to  the 
Victoria  Hospital  for  Children  ;  3,  Cavendish  place, 
Cavendish  square.    C.  1882-3. 

1841  Crawford,  Mervyn  Archdall  Nott,  M.D.,  Millwood, 
Wilbury  road,  Brighton.    C.  1853-4. 

1868  Crawford,  Thomas,  M.D.,  Director  General,  Army  Medical 
Department ;  6,  Whitehall  yard,  and  5,  St.  John's  park, 
Blackheath. 

1873  Creighton,  Charles,  M.D.,  6,  Queen  Anne  street,  Caven- 
dish  square.    Referee,  1882-4.    Trans.  1. 
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1869    *Cresswell,  Pearson  R.,  Dowlais,  Merthyr  Tydvii. 

18/4  Cripps,  William  Harrtson,  Assistant  Surgeon  to  St.  Bar- 
tholomew's Hospital  •  2,  Stratford  place,  Oxford  street. 
Trans.  1. 

1882  Crocker,  Henry  Radcliffe,  M.D.,  Physician  to  the  Skin 
Department,  University  College  Hospital ;  Assistant 
Physician  to  the  East  London  Hospital  for  Children  j 
28,  Welbeck  street,  Cavendish  square.    Trans.  1. 

1868  Croft,  John,  Surgeon  to,  and  Lecturer  on  Clinical  Surgery 
at,  St.  Thomas's  Hospital  ;  48,  Brook  street,  Grosvenor 
square.    C.  1884.    Lib.  Com.  1877-8.    Trans.  1. 

1862    Crompton,  Samuel,  M.D.,  Brookmead,  Cranleigh,  Surrey. 

1837    Crookes,  John  Farrar,  45,  Augusta  gardens,  Folkestone. 

1872  Crosse,  Thomas  William,  Surgeon  to  the  Norfolk  and 

Norwich  Hospital ;  22,  St.  Giles's  street,  Norwich. 

1849    *Crowfoot,  William  Edward,  Beccles,  Suffolk. 

1879  Cumberbatch,  A.  Elkin,  Aural  Surgeon  to  St.  Bartholo- 
mew's Hospital ;  Aural  Surgeon  to  the  Great  Northern 
Hospital;  17,  Queen  Anne  street. 

1846  Curling,  Henry,  Consulting  Surgeon  to  the  Margate  Royal 

Sea-Bathing  Infirmary ;  Augusta  Lodge,  Ramsgate, 
Kent. 

1837  fCuRLiNG,  Thomas  Blizard,  F.R.S.,  Consulting-Sur- 
geon to  the  London  Hospital;  27,  Brunswick  square, 
Brighton.  S.  1845-6.  C.  1850.  T.  1854-7.  V.P„ 
1859.  P.  1871-2.  Referee,  1844-6,  1851-3,  1858, 
1865-70,  1875-9.  Sci.  Com.  1863.  Lib.  Com.  1839. 
Trans.  13.    Pro.  1. 

1873  Curnow,  John,  M.D.,  Professor  of  Anatomy  at  King's 

College,  London,  and  Physician  to  King's  College 
Hospital ;  3,  George  street,  Hanover  square.  Referee, 
1884. 

1847  Currey,  John  Edmund,  M.D.,  Lismore,  County  Waterford. 
1822    Cusack,  Christopher  John,  Chateau  d'Eu,  France. 
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1872  Dalby,  William  Bartlett,  M.B.,  Lecturer  on  Aural 
Surgery  at  St.  George's  Hospital;  18,  Savile  row. 
Trans.  2. 

1884    Dallaway,  Dennis,  Langham  Hotel. 

1877  Darbishire,  Samuel  Dukinfield,  M.D.,  Physician  to  the 

Radcliffe  Infirmary,  Oxford  ;  60,  High  street,  Oxford. 

1879  Darwin,  Francis,  M.B.,  F.R.S.,  The  Grove,  Huntingdon 
road,  Cambridge. 

1848    Daubeny,  Henry,  M.D.,  San  Remo,  Italy. 

1874  Davidson,  Alexander,  M.D.,  Physician  to  the  Liverpool 
Northern  Hospital  ;  2,  Gambier  terrace,  Liverpool. 

1853    Davies,  Robert  Coker  Nash,  Rye,  Sussex. 

1852    Davies,  William,  M.D.,  2,  Marlborough  buildings,  Bath. 

1876    Davies-Colley,  J.  Neville  C,  M.C.,  Surgeon  to,  and 

Lecturer  on  Anatomy  at,  Guy's  Hospital ;  36,  Harley 

street,  Cavendish  square.    Trans.  2. 

1878  Davy,  Richard,  F.R.S.  Ed.,  Surgeon  to,  and  Lecturer  on 

Surgery  at,  the  "Westminster  Hospital;  33,  Welbeck 

street,  Cavendish  square. 
1882    Dawson,  Yelverton,  M.D.,  28,  Hyde  park  street. 
1867    Day,  William  Henry,  M.D.,  Physician  to  the  Samaritan 

Free  Hospital  for  Women  and  Children  ;  10,  Manchester 

square. 

1878    Dent,    Clinton    Thomas,    Assistant    Surgeon    to  St. 

George's  Hospital ;  19,  Savile  row,  Burlington  gardens. 
Trans.  2. 

1859  fDicKiNSON,  William  Howship,  M.D.,  Physician  to,  and 
Lecturer  on  Medicine  at  St.  George's  Hospital,  and 
Senior  Physician  to  the  Hospital  for  Sick  Children ; 
9,  Chesterfield  street,  Mayfair.  C.  1874-5.  Referee, 
1869-73,  1882-4.    Sci.  Com.  1867-79.    Trans.  13. 

1839  -fDixoN,  J^mes,  Consulting  Surgeon  to  the  Royal  London 
Ophthalmic  Hospital,  Moorlields ;  Harrow  Lands, 
Dorking.  L.  1849-55.  V.P.  1857-8.  T.  1863-4. 
C.  1866-7.  Beferee,  1865.  Lib.  Com.  1845-8, 
Trans.  4. 
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1862  Dobell,  Horace  B.,  M.D.,  Consulting  Physician  to  the 

Royal  Hospital  for  Diseases  of  the  Chest,  City  road  ; 
Streate  place,  Bournemouth.    Trans.  2. 
1845    Dodd,  John. 

1879  Don  kin,  Horatio,  M.B.,  Physician  to  the  Westminster 
Hospital ;  Physician  to  the  East  -  London  Hospital  for 
Children  ;  60,  Upper  Berkeley  street,  Portman  square. 

1877  Doran,  Alb  an  Henry  Griffiths,  Assistant  Surgeon  to  the 
Samaritan  Free  Hospital;  51,  Seymour  street,  Portman 
square. 

1863  Down,  John  Langdon  Haydon,  M.D.,  Physician  to,  and 

Lecturer  on  Clinical  Medicine  at,  the  London  Hospital ; 
81,  Harley  street,  Cavendish  square.  C.  1880. 
Trans.  2. 

1867    Drage,  Charles,  M.D.,  Hatfield,  Herts. 

1879  Drewitt,  F.  G.  Dawtrey,  M.D.,  Assistant  Physician  to 

the  West  London  Hospital  and  to  the  Victoria  Hospital 
for  Children  ;  52,  Brook  street,  Grosvenor  square. 
1884    Druitt,  Lionel,  M.D.,  122,  Clapham  road. 

1880  Drury,  Charles  Dennis  Hill,  M.D.,  Bondgate,  Darling- 

ton. 

1865  Drysdale,  Charles  Robert,  M.D.,  Physician  to  the  Far- 
ringdon  Dispensary ;  Assistant-Physician  to  the  Metro- 
politan Free  Hospital;  97,  Regent  street. 

1865  Duckworth,  Dyce,  M.D.,  Physician  to,  and  Lecturer  on 
Clinical  Medicine  at,  St.  Bartholomew's  Hospital;  11, 
Grafton  street,  Bond  street.    C.  1883-4.    Trans.  1. 

1876  Dudley,  William  Lewis,  M.D.,  Physician  to  the  City  Dis- 
pensary; 149,  Cromwell  road,  South  Kensington. 

1845    Duff,  George,  M.D.,  High  street,  Elgin. 

1874  Duffin,  Alfred  Baynard,  M.D.,  Professor  of  Pathological 
Anatomy  in  King's  College,  London,  and  Physician  to 
King's  College  Hospital;  18,  Devonshire  street,  Port- 
land place. 

1874  Duka,  Theodore,  M.D.,  [Surgeon-Major,  H.M.'s  Bengal 
Army]. 
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1871    Duke,  Benjamin,  2,  Windmill  road,  Clapham  common. 
1871    #Dukes,  Clement,  M.D.,  B.S.,  Sunnyside,  Rugby,  War- 
wickshire. 

1867  Dukes,   M.   Charles,   M.D.,  Wellesley  Villa,  Wellesley 

road,  Croydon. 

1880  Dunbar,  James  John  MacWhirter,  M.D.,  Hedingham 
House,  Clapham  common. 

1877  Duncan,  James  Matthews,  M.D.,  LL.D.,  F.K.S.,  Obstetric 
Physician  to,  and  Lecturer  on  Midwifery  and  Diseases 
of  Women  at,  St.  Bartholomew's  Hospital ;  Examiner 
in  Obstetric  Medicine,  University  of  London;  71, 
Brook  street,  Grosvenor  square.  Referee,  1881-4. 
Trans.  1. 

1863  Durham,  Arthur  Edward,  F.L.S.,  Surgeon  to,  and  Lecturer 
on  Surgery  at,  Guy's  Hospital  ;  82,  Brook  street, 
Grosvenor  square.  C.  1876-7.  Referee,  1880-1.  Sci. 
Com.  1867.    Lib.  Com.  1872-5.    Trans.  5. 

1874  Durham,  Frederic,  M.B.,  38,  Brook  street,  Grosvenor 
square. 

1843  Durrant,  Christopher  Mercer,  M.D.,  Consulting  Physi- 
cian to  the  East  Suffolk  and  Ipswich  Hospital;  North- 
gate  street,  Ipswich,  Suffolk. 

1872    Eager,  Reginald,  M.D.,  Northwoods,  near  Bristol. 

1868  Eastes,  George,  M.B.  Lond.,  Surgeon-Accoucheur  to  the 

Western  General  Dispensary;  69,  Connaught  street, 
Hyde  park  square. 

1883  Edmunds,  Walter,  M.D.,  79,  Lambeth  Palace  road,  Albert 
Embankment. 

1883  Edwardes,  Edward  Joshua,  M.D.,  17,  Orchard  street, 
Portman  Square,  W. 

1824    Edwards,  George. 

1823    Egerton,  Charles  Chandler,  Kendall  Lodge,  Epping. 

1869  Elam,  Charles,  M.D.,  Assistant-Physician  to  the  National 

Hospital  for  the  Paralysed  and  Epileptic  ;  75,  Harley 
street,  Cavendish  square. 
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1848  Ellis,  George  Viner,  late  Professor  of  Anatomy  in  Uni- 
versity College,  London ;  Minsterworth,  Gloucester. 
C.  1863-4.    Trans.  2. 

1868  Ellis,  James,  M.D.,  the  Sanatorium,  Anaheim,  Los  Angeles 

County,  California. 

1854  *Ellison,  James,  M.D.,  Surgeon-in-Ordinary  to  the  Royal 
Household,  Windsor  ;  14,  High  street,  Windsor. 

1842  fERiCHSEN,  John  Eric,  LL.D.,F.R.S.,  Surgeon  Extraordi- 
nary to  H.M.  the  Queen ;  Emeritus  Professor  of 
Surgery  in  University  College,  London,  and  Consulting 
Surgeon  to  University  College  Hospital  ;  6,  Cavendish 
place,  Cavendish  sq.  C.  1855-6.  V.P.  1868.  P.  1879-80. 
Referee,  1866-7,  1884.  Lib.  Com.  1844-7,  1854. 
Trans.  2. 

1879  Eve,  Frederic  S.,  Pathological  Curator  of  the  Museum, 
Royal  College  of  Surgeons  ;  Assistant  Surgeon,  Royal 
Free  Hospital ;  7,  Welbeck  street,  Cavendish  square. 
Trans.  2. 

1877  Ewart,  William,  M.D.,  Assistant  Physician  to,  and  Lec- 
turer on  Physiology  at,  St.  George's  Hospital ;  33, 
Curzon  street,  May  fair. 

1875  *Fagan,  John,  Surgeon  to,  and  Lecturer  on  Clinical 
Surgery  at,  the  Belfast  Royal  Hospital;  1,  Glengall 
place,  Belfast. 

1869  Fairbank,  Frederick  Rovston,  M.D.,  46,  Hallgate,  Don- 

caster. 

1862  Farou H arson,  Robert,  M.D.,  M.P.,  Finzean,  Aboyne, 
Aberdeenshire,  and  the  Reform  Club,  Pali  Mall. 
Lib.  Com.  1876-80. 

1844  fFARRE,  Arthur,  M.D.,  F.R.S.,  Physician  Extraordinary  to 
H.M.  the  Queen  ;  Physician-Accoucheur  to  H.R.H.  the 
Princess  of  Wales  ;  18,  Albert  Mansions,  Victoria  street, 
Westminster.  C.  1857.  V.P.  1864.  Referee,  1848-54, 
1861-3,  1865-6.    Set.  Com.  1863.    Lib.  Com.  1847. 
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1872  Fayrer,  Sir  Joseph,  K.C.S.I.,  M.D.,  F.R.S.,  Honorary 
Physician  to  H.M.  the  Queen,  and  to  H.R.H.  the  Prince 
of  Wales,  and  Physician  to  H.R.H.  the  Duke  of  Edin- 
burgh ;  Surgeon-General,  late  Bengal  Medical  Service  ; 
Examining  Medical  Officer  to  the  Secretary  of  State  for 
India  in  Council ;  President  of  the  Indian  Medical 
Board  ;  53,  Wimpole  street,  Cavendish  square.  Referee, 

1881-  4. 

1872  *Fenwick,  John  C.  J.,  M.D.,  Physician  to  the  Durham 
County  Hospital ;  25,  North  road,  Durham. 

1863    Fenwick,  Samuel,  M.D.,  Physician  to  the  London  Hospital ; 

29,  Harley  street,  Cavendish  square.  C.  1880.  Beferee, 

1882-  4.    Trans.  4. 

1880  Ferrier,  David,  M.D.,  LL.D.,  F.R.S.,  Professor  of  Forensic 
Medicine  at  King's  College,  London,  and  Physician  to 
King's  College  Hospital ;  Physician  for  Out-patients 
to  the  National  Hospital  for  the  Paralysed  and  Epilep- 
tic;  16,  Upper  Berkeley  street,  Portrnan  square. 
Trans.  2. 

1852    *Field,  Alfred  George. 

1849  fFiNCHAM,  George  Tupman,  M.D.,  Consulting  Physician 
to  the  Westminster  Hospital;  13,  Belgrave  road, 
Pimlico.    C.  1871. 

1879  Finlay,  Dayld  White,  M.D.,  Assistant  Physician  to,  and 
Lecturer  on  Forensic  Medicine  at,  the  Middlesex  Hos- 
pital ;  Physician  to  the  Royal  Hospital  for  Diseases  of 
the  Chest;  21,  Montagu  street,  Portrnan  square. 

1866  Fish,  John  Crockett,  B.A.,  M.D.,  Assistant  Physician 
to  the  West  London  Hospital ;  92,  Wimpole  street, 
Cavendish  square. 

1866  Fitzpatrick,  Thomas,  M.D.,  M.A.,  Physician  to  the 
Western  General  Dispensary;  30,  Sussex  gardens, 
Hyde  park. 

1842  Fletcher,  Thomas  Bell  Elcock,  M.D.,  Consulting  Physi- 
cian to  the  Birmingham  General  Hospital  ;  8,  Claren- 
don crescent,  Leamington.    Trans.  1. 
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864    *Folker,  William  Henry,  Surgeon  to  the  North  Stafford- 
shire Infirmary;  Bedford  House,  Hanley,  Staffordshire. 

1877    Fonmartin,  Henry  de,  M.D.,  Parkhurst,  Isle  of  Wight. 

1848  fFoRBES,  John  Gregory,  Egerton  House,  Egerton,  Ashford, 
Kent.    C.  1868-9.   Lib.  Com.  1855.    Trans.  2. 

1852  fFoRSTER,  John  Cooper,  Treasure?*,  Consulting  Surgeon 
to  the  Royal  Hospital  for  Children  and  Women ; 
President  of  the  Royal  College  of  Surgeons ;  29, 
Upper  Grosvenor  street.  C.  1868-9.  S.  1873-5.  V.P. 
1877-8.  T.  1879-84.  Referee,  1870-2,  1876.  Pro.  1. 

1877  *Fortescue,  George,  M.B.,  late  Surgeon  to  the  Sydney 
Infirmary ;  6,  Lyons  terrace,  Sydney,  New  South  Wales. 

1865  Foster,  Balthazar  Walter,  M.D.,  Professor  of  Medicine 
at  the  Queen's  College,  Birmingham,  and  Physician  to 
the  Birmingham  General  Hospital;  14,  Temple  row, 
Birmingham. 

1883  Fowler,  James  Kingston,  M.A.,  M.D.,  Assistant  Phy- 
sician to  the  Middlesex  Hospital,  and  to  the  Hos- 
pital for  Consumption,  Brompton  ;  35,  Clarges  street^ 
Piccadilly. 

1859  Fox,  Edward  Long,  M.D.,  Consulting  Physician  to  the 
Bristol  Royal  Infirmary ;  Church  House,  Clifton,  Glou- 
cestershire. 

1880  Fox,  Thomas  Colcott,  B.A.,  M.B.,  Physician  to  the  Skin 
Department  of  the  Paddington  Green  Hospital  for 
Children,  and  Assistant  Physician  to  the  Victoria 
Hospital  for  Children;  14,  Harley  street,  Cavendish 
square.    Trans.  1. 

1858  Fox,  Wilson,  M.D.,  F.R.S.,  Librarian,  Physician-Extra- 
ordinary to  H.M.  the  Queen ;  Physician  in  Ordinary  to 
H.R.H.  the  Duke  of  Edinburgh  ;  Holme  Professor  of 
Clinical  Medicine  in  University  College,  London,  and 
Physician  to  University  College  Hospital;  67,  Gros- 
venor street.  C.  1875-6.  L.  1883-4.  Referee,  1869- 
74.    Lib.  Com.  1866-70,  1874.    Trans.  3. 
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1871    Frank,  Philip,  M.D.,  Cannes,  France. 
1843    Eraser,  Patrick,  M.D.    C.  1866. 

1868    Freeman,  William  Henry,  21,  St.  George's  square,  South 
Belgravia. 

1836    f  French,  John  George,  10,  Cunningham  place,  St.  John's 
Wood  road.    C.  1852-3. 

1883    Fuller,  Henry  Roxburgh,  M.B.,  45,  Curzon  street,  May- 
Fair. 

1876    Furner,  Willoughby,  Assistant  Surgeon  to  the  Sussex 
County  Hospital ;  2,  Brunswick  place,  Brighton. 

1864  #Gairdner,  William  Tennant,  M.D.,  LL.D.,  Physician  in 

Ordinary  to  H.M.  the  Queen  in  Scotland  ;  Professor  of 
the  Practice  of  Medicine  in  the  University  of  Glasgow  ; 
Physician  to  the  Western  Infirmary,  Glasgow  ;  225, 
St.  Vincent  street,  Glasgow. 

1874  Galabin,  Alfred  Lewis,  M.A.,  M.D.,  Obstetric  Physician 
to,  and  Lecturer  on  Midwifery  and  the  Diseases  of 
Women  at,  Guy's  Hospital ;  Assistant  Physician  to  the 
Hospital  for  Sick  Children  ;  49,  Wimpole  street, 
Cavendish  square.  Referee^  1882-4.  Lib.  Com.  1883- 
4.    Trans.  2. 

1883  Galton,  John  Charles,  M.A.,  F.L.S.,  45,  Great  Marl- 
borough street. 

1865  Gant,  Frederick  James,  Senior  Surgeon  to  the  Royal  Free 

Hospital;  16,  Connaught  square,  Hyde  park.  C.  1880- 
81.    Lib.  Com.  1882-4.    Trans.  3. 

1867    Garland,  Edward  Charles,  Yeovil,  Somerset. 

1867  Garlike,  Thomas  W.,  Malvern  Cottage,  Churchfield  road, 
Ealing. 

1854  Garrod,  Alfred  Baring,  M.D.,  F.R.S.,  Consulting  Phy- 
sician to  King's  College  Hospital;  10,  Harley  street, 
Cavendish  square.  C.  1867.  V.P.  1880-81.  Referee, 
1855-65.    Trans.  8. 
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1879  Gaestang,  Thomas  Walter  Haeropp,  Dobcross,  near 

Oldham. 

1851  fGASKOiN,  George,  Surgeon  to  the  British  Hospital  for 
Diseases  of  the  Skin  ;  7,  Westbourne  park.  C.  1875-6. 
Trans.  2. 

1819    Gaulter,  Henry. 

1848  fGAY,  John,  Senior  Surgeon  to  the  Great  Northern  Hospital, 
and  Consulting  Surgeon  to  the  Asylum  for  Idiots;  51, 
Belsize  Park,  Hampstead..    C.  1874-5. 

1866  Gee,  Samuel  Jones,  M.D.,  Physician  to,  and  Lecturer  on 
Medicine  at,  St.  Bartholomew's  Hospital ;  Physician  to 
the  Hospital  for  Sick  Children;  54,  Wimpole  street, 
Cavendish  square.  C.  1883-4.  Set.  Com.  1879.  Lib. 
Com.  1871-6.    Trans.  1. 

1878  Geevis,  Heney,  M.D.,  Obstetric  Physician  to,  and  Lecturer 
on  Obstetric  Medicine  at,  St.  Thomas's  Hospital ; 
Examiner  in  Obstetric  Medicine  at  the  University  of 
London  ;  40,  Harley  street,  Cavendish  square.  Referee, 
1884. 

1884  Gibbes,  Heneage,  M.J).,  Physician  to  the  Metropolitan 
Dispensary;  Lecturer  on  Morbid  Histology,  "West- 
minster Hospital ;  94,  Gower  street. 

1880  Gibbons,  Robert  Alexander,  M.D.,  Physician  to  the 

Grosvenor  Hospital  for  Women  and  Children ;  32, 
Cadogan  place. 

1877  Godlee,  Bjckman  John,  Assistant-Surgeon  to  University 
College  Hospital ;  Surgeon  to  the  North-Eastern  Hos- 
pital for  Children  ;  and  Demonstrator  of  Anatomy  in 
University  College;  81,  Wimpole  street,  Cavendish 
square. 

1870  Godson,  Clement,  M.D.,  Assistant-Physician-Accoucheur 
to  St.  Bartholomew's  Hospital ;  Consulting  Physician 
to  the  City  of  London  Lying-in  Hospital ;  9,  Grosvenor 
street,  Grosvenor  square. 

1851  Goodfellow,  Stephen  Jennings,  M.D.,  Consulting  Phy- 
sician to  the  Middlesex  Hospital ;  Swinnerton  Lodge, 
near  Dartmouth,  Devon.  C.  1864-5.  Referee,  1860-3. 
Lib.  Com.  1863.    Trans.  2. 
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1883  Good  hart,  James  Frederic,  M.D.,  Assistant  Physician  to, 
and  Curator  of  the  Museum  at,  Guy's  Hospital  ;  Phy- 
sician to  the  Evelina  Hospital  for  Sick  Children ;  25, 
Weymouth  street,  Portland  place. 

1877  Gould,  Alfred  Pearce,  M.S.,  Assistant  Surgeon  to  the 
Middlesex  Hospital ;  Surgeon  to  the  North-west  London 
Hospital;  16,  Queen  Anne  street,  Cavendish  square. 
Trans.  1. 

1873  Gowers,  William  Richard,  M.D.,  Assistant  Professor  of 
Clinical  Medicine  in  University  College,  and  Physician 
to  University  College  Hospital ;  Physician  for  Out- 
patients to  the  National  Hospital  for  the  Paralysed  and 
Epileptic ;  50,  Queen  Anne  street,  Cavendish  square. 
Lib.  Com.  1884.    Trans.  6. 

f  Gqwlland,  Peter  Yeames,  Surgeon  to  St,  Mark's  Hos- 
pital ;  Surgeon-Major  Hon.  Artillery  Company;  34, 
Finsbury  square. 

Gream,  George  Thompson,  M.!).,  Physician-Accoucheur  to 
ll.R.H.  the  Princess  of  Wales;  Mixbury,  Eastbourne, 
Sussex.    C.  1863. 

Green,  T.  Henry,  M.D.,  Physician  to,  and  Lecturer  on 
Pathology  at,  Charing  Cross  Hospital ;  Assistant- Phy- 
sician to  the  Hospital  for  Consumption,  Brompton ; 
74,  Wimpole  street,  Cavendish  square.  Referee,  1882-4. 

#Greenfield,  William  Smith,  M.D.,  Professor  of  General 
Pathology  in  the  University  of  Edinburgh ;  7,  Heriot 
row,  Edinburgh.    Sci.  Com.  1879.    Referee,  1881. 

fGREENHALGH,  Robert,  M.D.,  Consulting  Physician  to  the 
Samaritan  Free  Hospital  for  Women  and  Children, 
and  to  the  City  of  London  Lying-in  Hospital ;  35, 
Cavendish  square.  C.  1871-2.  Referee,  1876-7. 
Trans.  1. 

1860  Greenhow,  Edward  Headlam,  M.D.,  F.R.S.,  Consulting 
Physician  to  the  Middlesex  Hospital ;  and  Consulting 
Physician  to  the  Western  General  Dispensary  ;  Castle 
Lodge,  Reigate.  C.  1876-7.  Referee,  1870-5.  Trans.3. 


1851 
1846 


1868 

1875 
1843 
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1882  Gresswell,  Dan  Astley,  M.B.,  30,  Great  Russell  street, 
Bloomsbury. 

1868  Grigg,  William  Chapman,  M.D.,  Assistant  Obstetric  Phy- 
sician to  the  Westminster  Hospital ;  Physician  to  the 
In-Patients,  Queen  Charlotte's  Lying-in-Hospital ;  As- 
sistant-Physician to  the  Victoria  Hospital  for  Children; 
6,  Curzon  street,  Mayfair. 

1852    Grove,  John,  Fyning,  Austen  road,  Guildford. 

1860  Gueneau  de  Mussy,  Henri,  M.D. ;  15,  Rue  du  Cirque, 
Paris.    Lib.  Com.  1863-5. 

1849  tGuLL>  SlR  William  Withey,  Bart.,  M.D.,  D.C.L.,  LL.D., 
F.R.S.,  Physician-Extraordinary  to  the  Queen  ;  Member 
of  the  Senate  of  the  University  of  London  ;  Consulting 
Physician  to  Guy's  Hospital ;  74,  Brook  street,  Gros- 
venor  square.  C.  1864.  V. P.  1874.  Referee,  1855-63. 
Trans.  4. 

Gunn,  Robert  Marcus,  M.B.,  1 08,  Park  street,  Grosvenor 
square. 

Habershon,  Samuel  Osborne,  M.D.,  70,  Brook  street, 
Grosvenor  square.  S.  1867.  C.  1869-70.  V.P. 
1881-2.    Referee,  1862-6,  1868,  1871-80.    Trans.  3. 

Hall,  Francis  de  Havilland,  M.D.,  Assistant  Physician, 
and  Physician  to  the  Throat  Department,  and  Lecturer 
on  Forensic  Medicine  at  the  Westminster  Hospital ; 
Physician  to  St.  Mark's  Hospital;  46,  Queen  Anne 
street,  Cavendish  square. 

Hamilton,  Robert,  Surgeon  to  the  Royal  Southern  Hos- 
pital, Liverpool ;  1  Prince's  road,  Liverpool. 

Hardie,  Gordon  Kenmure,  M.D.,  Deputy  Inspector 
General  of  Hospitals;  Florence  road,  Ealing,  and  Duff 
House,  Banff,  N.B. 

■f Hare,  Charles  John,  M.D.,  late  Professor  of  Clinical 
Medicine  in  University  College,  London,  and  late  Physi- 
cian to  University  College  Hospital ;  Berkeley  House, 
15,  Manchester  square.    C.  1873-4. 
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1857  Harley,  George,  M.D.,  F.R.S.  25,  Harley  street,  Caven- 
dish square.  C.  1871-2.  Referee,  1865-70,  1873-6. 
Sci.  Com.  1862-3.    Trans.  1. 

1864  Harley,  John,  M.D.,  F.L.S.,  Physician  to,  and  Lecturer  on 
General  Anatomy  and  Physiology  at,  St.  Thomas's 
Hospital ;  39,  Brook  street,  Grosvenor  square.  S. 
1875-7.  C  1879-80.  Referee,  1871-4,  1882-4.  Sci. 
Com.  1879.    Trans.  9. 

1859  Harris,  Francis,  M.D.,  F.L.S.,  24,  Cavendish  square. 
1880    Harris,  Vincent  Dormer,  M.D.,  Assistant  Physician  to  the 

Victoria  Park  Hospital;  Demonstrator  of  Physiology 
at  St.  Bartholomew's  Hospital ;  39,  Wimpole  street, 
Cavendish  square. 
1872  Harris,  William  H.,  M.D.,  Deputy  Surgeon-General, 
Madras  Army  (retired)  ;  late  Professor  of  Midwifery 
and  Diseases  of  Women  and  Children,  Madras  Medical 
College. 

1870  Harrison,  Reginald,  Surgeon  to  the  Liverpool  Royal 
Infirmary,  and  Lecturer  on  Surgery  at  the  School  of 
Medicine  ;  38,  Rodney  street,  Liverpool.    Trans.  1. 

1854    Haviland,  Alfred. 

1870    Haward,  J.  Warrington,  Surgeon  to  St.  George's  Hospital ; 

Surgeon  to  the  Hospital  for  Sick  Children;  16,  Savile 

row,  Burlington  gardens.  Lib.  Com.  1881-4.  Trans.  1. 
1838    fHAWKiNS,  Charles,  Inspector  of  Anatomical  Schools  in 

London ;  27,    Savile  row,  Burlington   gardens.  C. 

1846-7.    S.  1850.    V.P.  1858.    T.  1861-2.  Referee, 

1859-60.    Lib.  Com.  1843.    Trans.  2. 
1848    fHAWKSLEY,    Thomas,    M.D.,  Consulting  Physician  to 

the  Margaret  street  Dispensary  for  Consumption  and 

Diseases  of  the  Chest ;  62,  Green  street,  Grosvenor 

square. 

1875  Hayes,  Thomas  Crawford,  M.D.,  Physician-Accoucheur 
and  Physician  for  Diseases  of  Women  and  Children  to 
King's  College  Hospital ;  17,  Clarges  street,  Piccadilly. 

1860  Hayward,  Henry   Howard,  Surgeon   Dentist   to,  and 

Lecturer  on  Dental  Surgery  at,  St.  Mary's  Hospital ; 
38,  Harley  street,  Cavendish  square.    C.  1878-9. 
vol.  lxvii.  c 
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1861    Hayward,  William  Henry,  Chapel  Ash,  Wolverhampton. 
1848  *Heale,  James  Newton,  M.D. 

1865  Heath,  Christopher,  Holme  Professor  of  Clinical  Surgery 
in  University  College,  London ;  and  Surgeon  to  Uni- 
versity College  Hospital ;  36,  Cavendish  square.  C. 
1880.    Lib.  Com.  1870-3.    Trans.  3. 

1850    Heaton,  George,  M.D.,  Boston,  U.S. 

1882  Hensley,  Philip  J.,  M.D.,  Assistant  Physician  and  Lecturer 

on  Forensic  Medicine  to  St.  Bartholomew's  Hospital ; 
4,  Henrietta  street,  Cavendish  square. 

1821  Herberski,  Vincent,  M.D.,  Professor  of  Medicine  in  the 
University  of  Wilna. 

1877  Herman,  George  Ernest,  M.B.,  Obstetric  Physician  to, 
and  Lecturer  on  Midwifery  at,  the  London  Hospital ; 
7,  West  street,  Finsbury  circus.    Trans.  1. 

1877  Heron,  George  Allan,  M.D.,  Physician  to  the  City  of 
London  Hospital  for  Diseases  of  the  Chest,  Victoria 
Park;  Assistant  Physician  to  the  West  London  Hospital 
for  the  Paralysed  and  Epileptic ;  40,  Margaret  street, 
Cavendish  square. 

1883  Herringham,  Wilmot  Parker,  M.B.,  22,  Bedford  square. 

1843  Hewett,  Sir  Prescott  Gardner,  Bart.,  F.R.S.,  Serjeant- 
Surgeon  to  H.M.  the  Queen ;  Surgeon  in  Ordinary 
to  H.B.H.  the  Prince  of  Wales ;  Consulting  Surgeon 
to  St.  George's  Hospital ;  Corresponding  Member 
of  the  Academy  of  Medicine,  and  of  the  "  Societe  de 
Chirurgie,"  Paris;  Chesnut  Lodge,  Horsham,  Sussex. 
C.  1859.  V.P.  1866-7.  Referee,  1850-8,  1860-5, 
1868-83.  Sci.  Com.  1863.  Lib.  Com.  1846-7.  Trans.  7. 

1855  Hewitt,  W.  M.  Graily,  M.D.,  Professor  of  Midwifery  in 
University  College,  London,  and  Obstetric  Physician  to 
University  College  Hospital  ;  36,  Berkeley  square.  C. 
1876.  Referee,  1868-75,  1877-84.  Lib.  Com.  1868, 
1874, 
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1880    Hicks,  Charles  Cyril,  M.D.,  Wokingham,  Berks. 

1873  Higgens,  Charles,  Assistant  Ophthalmic  Surgeon  to,  and 
Lecturer  on  Ophthalmic  Surgery  at,  Guy's  Hospital ;  38, 
Brook  street,  Grosvenor  square.    Trans.  2. 

1862  Hill,  M.  Berkeley,  M.B.,  Secretary,  Professor  of  Clinical 
Surgery  in  University  College,  London,  and  Surgeon 
to  University  College  Hospital ;  Surgeon  to  the  Lock 
Hospital ;  66,  Wimpole  street,  Cavendish  square.  C. 
1878-9.    S.  1881-4.    Trans.  1. 

1867  Hill,  Samuel,  M.D.,  22,  Mecklenburgh  square. 

1861  *Hoffmeister,  Sir  William  Carter,  M.D.,  Surgeon  to 
H.M.  the  Queen  in  the  Isle  of  Wight ;  Clifton  House, 
Cowes,  Isle  of  Wight. 

1843  fHoLDEN,  Luther,  Consulting  Surgeon  to  St.  Bartho- 
lomew's Hospital,  to  the  Metropolitan  Dispensary,  and 
to  the  Foundling  Hospital ;  Pinetoft,  Ipswich.  C. 
1859.  L.  1865.  V.P.  1874.  Referee,  1866-7.  Lib. 
Com.  1858. 

1879    Holland,  Philip  Alexander,  M.A. 

1868  Hollis,  William  Ainslie,  M.A.,  M.D.,  Assistant-Phy- 

sician to  the  Sussex  County  Hospital ;  8,  Cambridge 
road,  Brighton. 

1861  Holman,  William  Henry,  M.B.,  68,  Adelaide  road,  South 
Hampstead. 

1856    Holmes,  Timothy,  M.A.  Surgeon  to  St.  George's  Hospital; 

Surgeon-in-Chief  to  the  Metropolitan  Police  Force ; 
18,  Great  Cumberland  place,  Hyde  park.  C.  1869-70 
L.  1873-7.  S.  1878-80.  V.P.  1881-2.  Referee, 
1866-8,  1872,  1883-4.  Sci.  Com.  1867.  Lib.  Com. 
1863-5.    Trans.  8. 

1846  fHoLT,  Barnard  Wight,  Consulting  Surgeon  to  the 
Westminster  Hospital ;  Medical  Officer  of  Health  for 
Westminster,  14,  Savile  row,  Burlington  gardens.  C. 
1862-3.    V.P.  1879-80. 
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1846  fHoLTHOusE,  Carsten,  35,  Essex  street,  Strand.  C.  1863. 
Referee  1870-6.    Lib  Com.  1859-60. 

1878  Hood,  Donald  William  Charles,  M.D.,  Assistant  Phy- 
sician to  the  West  London  Hospital ;  43,  Green  street, 
Park  lane. 

1883  Horsley,  Victor  A.,  Assistant  Professor  of  Pathological 

Anatomy,  University  College,  London  ;  Superintendent 
of  the  Brown  Institution,  Wandsworth  road  ;  129, 
Gower  street. 

1878  Houghton,  Walter  B.,  M.D.,  Church  Villa,  Warrior 
square,  St.  Leonards-on-Sea. 

1865    Howard,  Benjamin,  M.D.,  New  York,  U.S. 

1865    Howard,  Edward,  M.D. 

1881  Howard,  Henry,  M.B.,  Stockwell  Fever  Hospital. 

1874  Howse,  Henry  Greenway,  M.S.,  Surgeon  to,  and  Lecturer 
on  Anatomy  at,  Guy's  Hospital ;  Surgeon  to  the  Evelina 
Hospital  for  Sick  Children  ;  Examiner  in  Anatomy  in 
the  University  of  London  ;  10,  St.  Thomas's  street, 
Southwark.    Sci.  Com.  1879.  Trans.  2. 

1884  Huggard,  William  R.,  M,D.,  Sussex  House,  Hammer- 

smith. 

1857  Hulke,  John  Whitaker,  F.R.S.,  Librarian,  Surgeon  to 
the  Middlesex  Hospital ;  Surgeon  to  the  Royal  London 
Ophthalmic  Hospital,  Moorfields  ;  10,  Old  Burlington 
street.  C.  1871-2.  S.  1876-7.  L.  1879-84.  Set. 
Com.  1867.    Lib.  Com.  1864-8.    Trans.  8. 

1844  fHuMBY,  Edwin,  M.D.,  83,  Hamilton  terrace,  St.  John's 
wood.    C.  1866-7. 

1855  Humphry,  George  Murray,  M.D.,  F.R.S.,  Surgeon  to 
Addenbrooke's  Hospital;  Professor  of  Surgery  in  the 
University  of  Cambridge.    Trans.  6. 

1882  Humphry,  Laurence,  M.B.,  3,  Trinity  street,  Cambridge. 
1873    Hunter,  Sir  W.  Guyer,  M.I).,  Hon.  Surgeon  to  H.M.  the 

Queen  ;  late  Principal  of,  and  Professor  of  Medicine  in, 
Grant  Medical  College,  Bombay ;  Surgeon-General 
Bombay  Army;  21,  Norfolk  crescent,  Hyde  park. 
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1849  Hussey,  Edward  Law,  Consulting  Surgeon  to  the  County 
Lunatic  Asylum  and  the  Warneford  Asylum  ;  8,  St. 
Aid  ate' s,  Oxford.    Trans.  I. 

1856  Hutchinson,  Jonathan,  F.R.S.,  Consulting  Surgeon  to, 
and  Emeritus  Professor  of  Surgery  at,  the  London 
Hospital ;  Consulting  Surgeon  to  the  Royal  London 
Ophthalmic  Hospital,  Moorfields ;  and  Surgeon  to  the 
Hospital  for  Diseases  of  the  Skin;  15,  Cavendish 
square.  C.  1870.  V.P.  1882.  Referee,  1876-81, 
1883-4.    Lib.  Com.  1864-5.    Trans.  11.    Pro.  2. 

1820    Hutchinson,  William,  M.D. 

1840  fHuTTON,  Charles,  M.D.,  Consulting  Physician  to  the 

General  Lying-in  Hospital;  26,  Lowndes  street,  Belgrave 
square.    C.  1858-9. 

1847  Image,  William  Edmund,  Herrings  well  House,  Milden- 
hall,  Suffolk.    Trans.  1. 

1856  Inglis,  Cornelius,  M.D.,  Cairo.  [Athenaeum  Club,  Pall 
Mall.] 

1871  Jackson,  J.  Hughlings,  M.D.,  F.R.S.,  Physician  to  the 
London  Hospital ;  Physician  to  the  National  Hospital 
for  the  Paralysed  and  Epileptic  ;  3,  Manchester  square. 

1841  f  Jackson,  Paul,  51,  Wellington  road,  St.  John's  Wood. 

C.  1862. 

1863  Jackson,  Thomas  Vincent,  Senior  Surgeon  to  the  Wolver- 
hampton and  Staffordshire  General  Hospital ;  47, 
Waterloo  road,  south,  Wolverhampton. 

1883  Jacobson,  Walter  Hamilton  Acland,  B.A.,  M.B.,  Assis- 
tant Surgeon  to  Guy's  Hospital ;  Surgeon  to  the  Royal 
Hospital  for  Children  and  Women;  41,  Finsbury 
square. 

1825    James,  John  B.,  M.D. 

1883  *  Jenkins,  Edward  Johnstone,  M.B.,  The  Australian 
Club,  Sydney,  New  South  Wales. 
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1851  fJENNER,  Sir  William,  Bart.,  M.D.,  K.C.B.,  D.C.L.,  LL.D., 
F.R.S.,  Physician  in  Ordinary  to  H.M.  the  Queen,  and 
to  H.R.H.  the  Prince  of  Wales  ;  Emeritus  Professor  of 
Clinical  Medicine  in  University  College,  London ;  and 
Consulting  Physician  to  University  College  Hospital ; 
Member  of  the  Senate  of  the  University  of  London ; 
63,  Brook  street,  Grosvenor  square.  C.  1864.  V.P.  1875. 
Referee,  1855,  1859-63.    Trans.  3. 

1881    Jennings,  William  Oscar,  M.D.,  8,  Eue  Roy,  Paris. 

1884  Jessett,  Frederic  Bowreman,  Surgeon  to  the  Royal 
General  Dispensary  ;  16,  Upper  Wimpole  street. 

1883  Jessop,  Walter  H.  H.,  M.B.,  Assistant  Demonstrator  of 
Anatomy  at  St.  Bartholomew's  Hospital ;  73,  Harley 
street. 

1851  Johnson,  Edmund  Charles,  Corresponding  Member  of  the 
Medical  and  Philosophical  Society  of  Florence,  and  of 
"l'Institut  Genevois." 

fJoHNSON,  George,  M.D.,  F.R.S.,  President,  Physician  to 
King's  College  Hospital ;  Member  of  the  Senate  of  the 
University  of  London;  11,  Savile  row,  Burlington 
gardens.  C.  1862-3.  V.P.  1870.  P.  1884.  L. 
1878-80.  Referee,  1853-61, 1864-9.  Lib.Com.  1860-1. 
Trans.  10. 

Johnson,  George  Lindsay,  M.A.,  M.D.,  Fern  Lea,  Highfield 
hill,  Upper  Norwood. 

Johnstone,  Athol  Archibald  Wood,  Consulting  Surgeon 
to  the  Royal  Alexandra  Hospital  for  Sick  Children,  St. 
Moritz  House,  61,  Dyke  road,  Brighton.  Lib.  Com. 
1860.    Trans.  1. 

1876  Jones,  Leslie  Hudson,  M.D.,  Limefield  House,  Cheetham 
hill,  Manchester. 

1875  *  Jones,  Philip  Sydney,  M.D.,  Consulting  Surgeon  to  the 
Sydney  Infirmary ;  Examiner  in  Medicine,  Sydney 
University;  10,  College  street,  Sydney,  New  South 
Wales.  [Agents:  Messrs.  D.  Jones  &  Co.,  1,  Gresham 
buildings,  Basinghall  street.] 


1847 

1881 
1848 
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1859  Jones,  William  Price,  M.D.,  Claremont  road,  Surbiton, 
Kingston. 

1865  Jordan,  Furneaux,  Surgeon  to  the  Queen's  Hospital,  and 
Professor  of  Surgery  at  the  Queen's  College,  Birming- 
ham;  Gate  House,  Edmund  street,  Birmingham. 

1881  Juler,  Henry  Edward,  Assistant  Surgeon  Royal  West- 

minster Ophthalmic  Hospital;  Junior  Ophthalmic  Sur- 
geon to  St.  Mary's  Hospital ;  77,  Wimpole  street, 
Cavendish  square. 

1816    *Kauffmann,  George  Hermann,  M.D.,  Hanover. 

1882  Keetley,  Charles  R.  B.,  Senior  Surgeon  to  the  West 

London  Hospital ;  Surgeon  to  the  Surgical  Aid  Society ; 
30a,  George  street,  Hanover  square. 

1872  Kelly,  Charles,  M.D.,  Professor  of  Hygiene  at  King's 
College,  London,  and  Medical  Officer  of  Health  for  the 
West  Sussex  Combined  Sanitary  District;  Broadwater 
road,  Worthing,  Sussex. 

1848  *Kendell,  Daniel  Burton,  M.D.,  Heath  House,  Wakefield, 
Yorkshire. 

#Khory,  Rustonjee  Naserwanjee,  M.D.,  Physician  to  the 
Parell  Dispensary,  Bombay  ;  Girgaum  road,  Bombay. 

Kiallmark,  Henry  Walter,  5,  Pembridge  gardens,  Bays- 
water. 

Kidd,  Percy,  M.A.,  M.D.,  Assistant  Physician  to  the 
Hospital  for  Consumption,  Brompton  ;  60,  Brook  street, 
Grosvenor  square.    Trans.  2. 

■fKiNGDON,  John  Abernethy,  Surgeon  to  the  City  of  London 
Truss  Society,  and  to  the  City  Dispensary ;  2,  New 
Bank  buildings,  Lothbury.  C.  1866-7.  V.P.  1872-3. 
Sci.  Com.  1867.    Trans.  1. 

Knapton,  George,  Strathgyle,  Portswood,  Southampton. 

fLANE,  Samuel  Armstrong,  Consulting  Surgeon  to  St. 
Mary's  Hospital  and  to  the  Lock  Hospital ;  Greenford, 
Middlesex.    C.  1849-50.    V.P.  1865.    Referee,  1850. 


1877 
1857 


1881 
1851 


1883 
1840 
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1884  Lane,  William  Arbuthnot,  M.S.,  Assistant  Surgeon  to 
the  Hospital  for  Sick  Children ;  14,  St.  Thomas's 
street,  South wark.    Trans.  1. 

1882  Lang,  William,  Ophthalmic  Surgeon  to  the  Middlesex 
Hospital  ;  26,  Upper  Wimpole  street,  Cavendish 
square. 

1865  Langton,  John,  Surgeon  to,  and  Lecturer  on  Anatomy 
at,  St.  Bartholomew's  Hospital ;  Surgeon  to  the  City 
of  London  Truss  Society ;  2,  Harley  street,  Cavendish 
square.    C.  1881-2.    Lib,  Com.  1879-80. 

1873  *Larcher,  0.,  M.D.,  Laureate  of  the  Institute  of  France, 
of  the  Medical  Faculty,  and  Academy  of  Paris,  &c. ; 
97,  Rue  de  Passy,  Passy,  Paris. 

1862  Latham,  Peter  Wallwork,  M.A.,  M.D.,  Downing  Pro- 
fessor of  Medicine,  Cambridge  University  ;  Physician 
to  Addenbrooke's  Hospital,  Cambridge ;  1 7,  Trumping- 
ton  street,  Cambridge. 

1816    Lawrence,  G.  E. 

1884  Lawson,  George,  Surgeon  to  the  Royal  London  Ophthal- 
mic Hospital  and  to  the  Middlesex  Hospital;  12, 
Harley  street. 

1880  Laycock,  George  Lockwood,  M.B.,  12,  Upper  Berkeley 
street,  Portman  square. 

1882  Ledwich,  Edward  l'Estrange,  Lecturer  on  Surgical  and 
Descriptive  Anatomy  in  the  Ledwich  School  of  Medi- 
cine, Dublin  ;  23,  Upper  Leeson  Street,  Dublin. 

1843  fLEE,  Henry,  Consulting  Surgeon  to  St.  George's  Hos- 
pital; 9,  Savile  row,  Burlington  gardens.  C.  1856-7. 
L.  1863-4.  V.P.  1868-9.  Referee,  1855,  1866-8.  Sci. 
Com.  1867.    Trans.  13.    Pro.  2. 

1884    Lee,  Robert  James,  M.D.,  6,  Savile  row. 


1883 


Leeson,   John    Rudd,    M.D.,  CM.,   6,   Clifden  road, 
Twickenham. 
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1869  Legg,  John  Wickham,  M.D.,  Assistant  Physician  to,  and 

Lecturer  on  Pathological  Anatomy  at,  St.  Bartholomew's 
Hospital;  47,  Green  street,  Park  lane.  Referee,  1882-4. 
Lib.  Com.  1878-84.    Trans.  2. 

1836    Leighton,  Frederick,  M.D. 

1872  Liebreich,  Richard,  Consulting  Ophthalmic  Surgeon  to 
St.  Thomas's  Hospital ;  Paris. 

1878  Lister,  Sir  Joseph,  Bart.,  D.CL.,  LL.D.,  F.R.S.,  Surgeon 
Extraordinary  to  H.M.  the  Queen  ;  Professor  of  Clinical 
Surgery  at  King's  College,  London  ;  and  Surgeon  to 
King's  College  Hospital;  12,  Park  crescent,  Regent's 
park. 

1872  *Little,  David,  M.D.,  Senior  Surgeon  to  the  Royal  Eye 
Hospital,  Manchester;  21,  St.  John  street,  Manchester. 

1871    Little,  Louis  Stromeyer,  Shanghai,  China. 

1870  Livingston,  John,  M.D.,  New  Barnet,  Hertfordshire. 

1819  Lloyd,  Robert,  M.D. 

1820  Locher,  J.    G.,  M.C.D.,  Town   Physician    of  Zurich. 

Trans.  2. 

1881  Lockwood,  Charles  Barrett,  Surgeon  to  the  Great 
Northern  Hospital,  and  Demonstrator  of  Anatomy  at 
St.  Bartholomew's  Hospital ;  8,  Serjeants'  Inn,  Fleet 
street. 

1860  Longmore,  Thomas,  C.B.,  Hon.  Surgeon  to  H.M.  the 
Queen  ;  Surgeon-General,  Army  Medical  Staff,  and 
Professor  of  Military  Surgery,  Army  Medical  School, 
Netley,  Southampton  ;  Woolston  Lawn,  Woolston, 
Hants.    Trans.  2, 

1836    Lowenfeld,  Joseph  S.,  M.D.,  Berbice. 

1871  Lownds,   Thomas  Mackford,  M.D.,  late   Professor  of 

Anatomy  and  Physiology  at  Grant  Medical  College, 
Bombay  ;  Egham  Hill,  Surrey. 
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1877  Lowne,  Benjamin  Thompson,  Lecturer  on  Physiology, 
Middlesex  Hospital  Medical  School;  65,  Cambridge 
gardens,  Notting  hill.    Referee,  1884. 

1881  Lucas,  Richard  Clement,  Senior  Assistant  Surgeon  to, 

and  Demonstrator  of  Operative  and  Practical  Surgery 
at,  Guy's  Hospital  ;  Surgeon  to  the  Evelina  Hospital 
for  Sick  Children;  18,  Finsbury  square. 

1883    Lund,  Edward,  Professor  of  Surgery,  Owens  College; 

Consulting  Surgeon  to  the  Manchester  Royal  In- 
firmary; 22,  St.  John  street,  Manchester. 

1857  Lyon,  Felix  William,  M.D.,  5,  North  Charlotte  street, 
Edinburgh. 

1882  Lyons,  Isidore,  Dental  Surgeon  to  the  Evelina  Hospital 

for  Children  ;  Assistant  Dental  Surgeon  to  St.  Bar- 
tholomew's Hospital. 

1867  Maberly,  George  Frederick,  7,  Manor  terrace,  Brixham, 
South  Devon. 

1873  MacCarthy,  Jeremiah,  M.A.,  Surgeon  to,  and  Lecturer 
on  Physiology  at,  the  London  Hospital ;  15,  Finsbury 
square.   Lib.  Com.  1882-4. 

1867  MacCormac,  Sir  William,  M.A.,  Surgeon  to,  and  Lecturer 
on  Surgery  at,  St.  Thomas's  Hospital ;  Examiner  in 
Surgery  at  the  University  of  London;  13,  Harley 
street.    C.  1884.    Trans.  1. 

1862  *M'Donnell,  Robert,  M.D.,  F.R.S.,  Surgeon  to  Steevens' 
Hospital ;  89,  Merrion  square  west,  Dublin.  Trans.  2. 

1880  *Macfarlane,  Alexander  William,  M.D.,  Consulting 
Physician  to  the  Kilmarnock  Fever  Hospital  and 
Infirmary;  Walmer,  Kilmarnock,  N.B. 

1866  Macgowan,  Alexander  Thorburn,  Vyvyan  House,  Clifton, 
near  Bristol. 

1880  Mc Hardy,  Malcolm  Macdonald,  Ophthalmic  Surgeon 
to  King's  College  Hospital ;  Surgeon  to  the  Royal 
South  London  Ophthalmic  Hospital ;  5,  Savile  row. 
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1822    Macintosh,  Richard,  M.D. 

1859  *M'Intyre,  John,  M.D.,  Odiham,  Hants. 

1873  MacKellar,  Alexander  Oberlin,  M.S.I.,  Assistant 
Surgeon  to  St.  Thomas's  Hospital ;  22,  George  street, 
Hanover  square. 

1881  Mackenzie,  Stephen,  M.D.,  Physician  to,  and  Lecturer  on 
Medicine  at,  the  London  Hospital ;  Physician  to  the 
Royal  London  Ophthalmic  Hospital ;  26,  Finsbury 
square.    Trans.  1. 

1876    Mackey,  Edward,  M.D.,  1,  Brunswick  road,  Hove,  Brighton. 

1854  *Mackinder,  Draper,  M.D.,  Consulting  Surgeon  to  the 

Dispensary,  Gainsborough,  Lincolnshire. 

1879  Maclagan,  Thomas  John,  M.D.,  Physician-in-Ordinary 

to  their  R.H.  the  Prince  and  Princess  Christian  of 
Schleswig-Holstein  ;  9,  Cadogan  place,  Belgrave  square. 

1860  Maclean,  John,  M.D.,   24,  Portman  street,  Portman 

square. 

1876  Macnamara,  Charles,  Surgeon  to,  and  Lecturer  on  Sur- 
gery at,  the  Westminster  Hospital ;  Surgeon  to  the 
Royal  Westminster  Ophthalmic  Hospital ;  Surgeon- 
Major  Bengal  Medical  Service ;  Fellow  of  the  Calcutta 
University  ;  13,  Grosvenor  street.    Referee,  1884. 

1881    Macready,  Jonathan  F.  C.  H.,  Surgical  Registrar  to  St. 

Bartholomew's  Hospital ;  Surgeon  to  the  Great 
Northern  Hospital;  125,  Harley  street,  Cavendish 
square. 

1880  Maddick,  Edmund  Distin,  17,  Upper  Wimpole  street. 

1880  Makins,  George  Henry,  St.  Thomas's  Hospital,  Albert 
Embankment. 

1876    Mallam,  Benjamin,  Meadow  Side,  Leacroft  road,  Staines. 

1855  Marcet,  William,  M.D.,  F.R.S. ;  39,  Grosvenor  street. 

C.  1871.  Referee,  1866-70,  1883-4.  Sci.  Com.  1863. 
Lib.  Com.  1866-8.    Trans.  3. 
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1867  Marsh,  F.  Howard,  Assistant  Surgeon  to  St.  Bartholomew's 
Hospital ;  Surgeon  to  the  Hospital  for  Sick  Children, 
Great  Ormond  street ;  36,  Bruton  street,  Berkeley 
square.    C.  1882-3.    Lib.  Com.  1880-1.    Trans.  3. 

1838  Marsh,  Thomas  Parr,  M.D. 

1851  "^Marshall,  John,  F.R.S.,  Professor  of  Anatomy  to  the 
Royal  Academy  of  Arts ;  Professor  of  Surgery  in 
University  College,  London,  and  Surgeon  to  Uni- 
versity College  Hospital  ;  10,  Savile  row,  Burlington 
gardens.  C.  1866.  V.P.  1875-6.  P.  1882-4.  Referee, 
1867,  1871-4,  1877-81.    Trans.  3. 

1884    Martin,  Sidney  Harris  Cox,  M.B.,  105,  Haverstock  hill. 

1864  Mason,  Francis,  Surgeon  to,  and  Lecturer  on  Operative 

Surgery  at,  St.  Thomas's  Hospital ;  5,  Brook  street, 
Grosvenor  square.    C.  1880-81.    Trans.  1. 

1883  Maudsley,  Henry,  M.D,,  University  College  Hospital, 
Gower  street. 

1839  Meade,  Richard  Henry,  Consulting  Surgeon  to  the  Brad- 

ford Infirmary  ;  Bradford,  Yorkshire.    Trans.  1. 

1870  Meadows,  Alfred,  M.D.,  Physician-Accoucheur  to,  and 
Lecturer  on  Midwifery  at,  St.  Mary's  Hospital ;  27, 
George  street,  Hanover  square.    Lib.  Com.  1875-7. 

1865  Medwin,  Aaron  George,  M.D.,  Dental  Surgeon  to  the 

Royal  Kent  Dispensary,  34,  Bruton  street,  Berkeley 
square. 

1880  Meredith,  William  Appleton,  M.B.,  CM.,  Surgeon  to  the 
Samaritan  Free  Hospital  for  Women  and  Children  ;  6, 
Queen  Anne  street,  Cavendish  square. 

1874    Merriman,  John  J.,  45,  Kensington  square. 

1815    Meyer,  Augustus,  M.D.,  St.  Petersburg. 

1840  Middlemore,  Richard,  Consulting  Surgeon  to  th  Bir- 

mingham Eye  Hospital ;  The  Limes,  Bristol  road, 
Edgbaston,  Birmingham. 

1854    Middleship,  Edward  Archibald. 
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1882  Mills,  Joseph,  15,  Henrietta  street,  Cavendish  square. 

1873  Milner,  Edward,  Surgeon  for  Out-Patients  to  the  Lock 
Hospital  ;  32,  New  Cavendish  street,  Portland  place. 

1883  Money,  Angel,  M.D,,  Assistant  Physician  to  the  City  of 

London  Hospital  for  Diseases  of  the  Chest,  Victoria 
park;  14,  Langham  place,  Regent  street.    Trans.  1. 

1873  Moore,  Norman,  M.D.,  Assistant  Physician  and  Warden  of 

the  College  and  Lecturer  on  Comparative  Anatomy, 
Demonstrator  of  Morbid  Anatomy,  St.  Bartholomew's 
Hospital ;  the  College,  St.  Bartholomew's  Hospital. 

1857  Morgan,  John,  3,  Sussex  place,  Hyde  park  gardens. 
C.    1880-1.    Lib.  Com.  1862-3.    Trans.  1. 

1861  Morgan,  John  Edward,  M.D. ,  Physician  to  the  Manchester 
Royal  Infirmary,  and  Professor  of  Medicine  in  the 
Owens  College,  Manchester ;  1,  St.  Peter's  square, 
Manchester. 

1878  Morgan,  John  Hammond,  M.A.,  Assistant  Surgeon  to  the 

Charing  Cross  Hospital,  and  to  the  Hospital  for  Sick 
Children,  Great  Ormond  street ;  68,  Grosvenor  street. 
Trans.  1. 

1874  Morris,  Henry,  M.A.,  Surgeon  to,  and  Lecturer  on  Sur- 

gery at,  the  Middlesex  Hospital;  2,  Mansfield  street, 
Portland  place.    Referee,  1882-4.    Trans,  7. 

1879  Morris,  Malcolm  Alexander,  Lecturer  on  Skin  Diseases 

at  St.  Mary's  Hospital ;  63,  Montagu  square. 

1851  Mouat,  Frederic  John,  M.D.,  Deputy  Inspector-General 
of  Hospitals  ;  Medical  Inspector  to  the  Local  Govern- 
ment Board;  and  Member  of  the  Senate  of  the  University 
of  Calcutta. 

1868  Moxon,  Walter,  M.D.,  F.L.S.,  Physician  to,  and  Lecturer 
on  Medicine  at,  Guy's  Hospital ;  6,  Finsbury  Circus. 
Beferee,  1879-84.    Trans.  1. 

1879  Munk,  William,  M.D.,  Harveian  Librarian,  Royal  College 
of  Physicians ;  Consulting  Physician  to  the  Royal 
Hospital  for  Incurables  ;  40,  Finsbury  square. 
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1873  Murray,  Ivor,  M.D.,  F.R.S.  Ed.  8,  Huntriss  Row,  Scar- 
borough. 

1880  Murrell,  William,  M.D.,  Assistant  Physician  to  the  Royal 
Hospital  for  Diseases  of  the  Chest ;  Assistant  Physician 
to,  and  Lecturer  on  Materia  Medica  and  Therapeutics  at, 
the  Westminster  Hospital ;  38,  Weymouth  street,  Port- 
land place.    Trans.  1. 

1863  Myers,  Arthur  Bowen  Richards,  Surgeon  to  the  1st 
Battalion,  Coldstream  Guards  ;  Hospital,  Vincent  square, 
Westminster.    C.  1878-9.    Lib.  Com.  1877. 

Myers,  A.  T.,  M.D.,  Medical  Registrar,  St.  George's  Hos- 
pital ;  24,  Clarges  street,  Piccadilly. 

Nall,  Samuel,  M.B.,  Disley,  Cheshire. 

Neild,  James  Edward,  M.D.,  Lecturer  on  Forensic  Medi- 
cine in  the  University  of  Melbourne;  166,  Collins 
street  east,  Melbourne,  Victoria. 

fNELSON,  Thomas  Andrew,  M.D.,  10,  Nottingham  terrace, 
York  gate,  Regent's  park.    Lib.  Com.  1841. 

Nettleship,  Edward,  Ophthalmic  Surgeon  to,  and  Lecturer 
on  Ophthalmology  at,  St.  Thomas's  Hospital ;  Assistant 
Surgeon  to  the  Royal  London  Ophthalmic  Hospital ; 
Ophthalmic  Surgeon  to  the  Hospital  for  Sick  Children  ; 
5,  Wimpole  street,  Cavendish  square. 

1843  fNEWTON,  Edward,  85,  Gloucester  terrace,  Hyde  Park. 
C.  1863-4. 

1868    Nicholls,  James,  M.D.,  68,  Duke  street,  Chelmsford,  Essex. 

1849  Norman,  Henry  Burford,  Portland  Lodge,  Southsea, 
Hants.    Lib.  Com.  1857. 

1847  *Nourse,  William  Edward  Charles,  Bouverie  House, 
Mount  Radford,  Exeter. 

1864  .  Nunn,  Thomas  William,  Consulting  Surgeon  to  the  Middle- 

sex Hospital ;  8,  Stratford  place,  Oxford  street. 

1870    Nunneley,  Frederick  Barham,  M.D.    Trans.  2. 
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1880  O'Connor,  Bernard,  A.B.,  M.D.,  Physician  to  the  North 
London  Hospital  for  Consumption,  and  Physician  to 
the  "Westminster  General  Dispensary  ;  6,  Nottingham 
terrace,  York  Gate,  Regent's  Park. 

1847    O'Connor,  Thomas,  March,  Cambridgeshire. 

1880  Ogilvie,  George,  M.B.,  Lecturer  on  Experimental  Physics 
at  the  Westminster  Hospital;  13,  Welbeck  street, 
Cavendish  square. 

1880  Ogilvie,  Leslie,  M.B.,  Lecturer  on  Comparative  Anatomy 
at  the  Westminster  Hospital;  46,  Welbeck  street, 
Cavendish  square. 

1858  Ogle,  John  William,  M.D.,  Consulting  Physician  to  St, 
George's  Hospital;  30,  Cavendish  square.  C.  1873. 
Referee,  1864-72.    Trans.  4. 

1855  *Ogle,  William,  M.A.,  M.D.,  Physician  to  the  Derby  In- 
firmary ;  The  Elms,  Dufrield  road,  Derby. 

1860  Ogle,  William,  M.D.,  Superintendent  of  Statistics  in  the 
Registrar-General's  Department,  Somerset  House  ;  10, 
Gordon  street,  Gordon  square.  S.  1868-70.  C.  1876-7. 
Lib.  Com.  1871-5.    Trans.  4. 

1870  Oldham,   Charles  Frederic,  India  [Agents:  Messrs. 

Grindlay  and  Co.,  55,  Parliament  street], 
1883    *Oliver,  Thomas,  M.D.,  Lecturer  on  Practical  Physiology, 
University  of  Durham  ;  and  Physician  to  the  New- 
castle-upon-Tyne Infirmary ;  3,  Eldon  square,  New- 
castle-upon-Tyne. 

1871  *0'Neill,  William,  M.D.,  Physician  to  the  Lincoln  Lunatic 

Hospital,  Silver  street,  Lincoln. 

1873  Ord,  William  Miller,  M.D.,  Physician  to,  and  Lecturer 
on  Medicine  at,  St.  Thomas's  Hospital ;  Examiner  in 
Medicine  at  the  University  of  London  ;  7,  Brook  street, 
Hanover  square.    Referee,  1884.    Trans.  6. 

1877  Ormerod,  Joseph  Arderne,  M.D.,  Assistant  Demonstrator 
of  Physiology  to  St.  Bartholomew's  Hospital ;  Assistant 
Physician  to  the  National  Hospital  for  the  Paralysed 
and  Epileptic,  Queen  square,  and  to  the  City  of  London 
Hospital  for  Diseases  of  the  Chest,  Victoria  Park ;  25, 
Upper  Wimpole  street. 
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1875  Osbobn,  Samuel,  10,  Maddox  street,  Regent  street ;  and 
Datchet,  Bucks. 

1879  Owen,  Edmund,  Surgeon  to  St.  Mary's  Hospital;  Surgeon 
to  the  Hospital  for  Sick  Children  ;  49,  Seymour  street, 
Portman  square.    Trans.  1. 

1882  Owen,  Herbert  Isambard,  M.D.,  Assistant  Physician  to, 

and  Lecturer  on  Materia  Medica  at,  St.  George's 
Hospital ;  Assistant  Physician  to  the  Hospital  for  Con- 
sumption, Brompton  ;  5,  Hertford  street,  May  Fair. 

1874  Page,  Herbert  William,  M.A.,  M.C.,  Surgeon  (with  charge 
of  out-patients)  to,  and  Joint  Lecturer  on  Surgery  at,  St. 
Mary's  Hospital ;  146,  Harley  street,  Cavendish  square. 
Referee,  1884.    Trans.  2. 

1847  *Page,  William  Bousfield,  Consulting  Surgeon  to  the 
Cumberland  Infirmary,  78,  Carlisle  street,  Carlisle. 
Trans.  2. 

1840  fPAGET,  Sir  James,  Bart.,  D.C.L.,  LL.D.,  F.R.S.,  Sergeant- 

Surgeon  to  H.M.  the  Queen  ;  Surgeon-in-Ordinary  to 
H.R.H.  the  Prince  of  Wales  ;  Consulting  Surgeon  to 
St.  Bartholomew's  Hospital ;  Vice-Chancellor  of  the 
University  of  London  ;  1,  Harewood  place,  Hanover 
square.  C.  1848-9.  V.P.  1861.  T.  1867.  P.  1875-6. 
Referee,  1844-6,  1848,  1851-60,  1862-6,  1868-74.  Sci. 
Com.  1863.    Lib.  Com.  1846-7.    Trans.  12. 

1858  *Paley,  William,  M.D.,  Physician  to  the  Ripon  Dispen- 
sary ;  Ripon,  Yorkshire. 

1847    Parker,  Nicholas,  M.D.,  Paris. 

1873  Parker,  Robert  William,  Surgeon  to  the  East  London  Hos- 
pital for  Children  ;  8,  Old  Cavendish  street.    Trans.  3. 

1841  Parkin,  John,  M.D.,  5,  Codrington  place,  Brighton. 

1883  Pasteur,  William,  M.B.,  19,  Queen  street,  May  Fair. 
1865    Pavy,  Frederick  "William,  M.D.,  F.R.S.,  Physician  to 

Guy's  Hospital;  35,  Grosvenor  street.  C.  1883-4. 
Referee,  1871-82.  Trans.  1. 
1869  Payne,  Joseph  Frank,  M.D.,  Assistant-Physician  to,  and 
Lecturer  on  Pathological  Anatomy  at,  St.  Thomas's 
Hospital ;  78,  Wimpole  street,  Cavendish  square.  Sci. 
Com.  1879.    Lib.  Com.  1878-84. 
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1879    Peel,  Robert,  120,  Collins  street  east,  Melbourne,  Victoria. 

1856    Peirce,  Richard  King,  Woodside,  Windsor  forest,  Berks. 

1830    Pelechin,  Charles  P.,  M.D.,  St.  Petersburg. 

1855  *Pemberton,  Oliver,  Senior  Surgeon  to  the  Birmingham 
General  Hospital,  and  Professor  of  Surgery  at  the 
Queen's  College,  Birmingham  ;  1 2,  Temple  row,  Bir- 
mingham.   Trans.  1. 

1874  Penhall,  John  Thomas,  5,  Eversfield  place,  St.  Leonard's, 
Sussex. 

1870  Perrin,  John  Beswick,  Vernon  House,  Leigh,  Lancashire. 
1879    *Pesikaka,  Hormasji  Dosabhai,  Marine  Lines,  Bombay. 

1878  *Phtlipson,  George  Hare,  M.D.,  M.A.,  D.C.L.,  Pro- 
fessor of  Medicine  at  Durham  University;  Senior 
Physician  to  the  Newcastle-upon-Tyne  Infirmary  ;  7, 
Eldon  square,  Newcastle-upon-Tyne. 

1883  Phillips,  Charles  Douglas  F.,  M.D.,  10,  Henrietta  street, 

Cavendish  square,  W. 

1867  Pick,  Thomas  Pickering,  Surgeon  to,  and  Lecturer  on 
Surgery  at,  St.  George's  Hospital;  18,  Portman 
street,  Portman  square.  C.  1884.  Referee,  1882-3. 
Set.  Com.  1870.    Lib.  Com.  1879-81. 

1841  fPiTMAN,  Sir  Henry  Alfred,  M.D.,  Consulting  Physician 
to  St.  George's  Hospital,  and  to  the  Royal  General  Dis- 
pensary, St.  Pancras  ;  28,  Gordon  square.  L.  1851-3. 
C.  1861-2.  T.  1863-8.  V.P.  1870-1.  Referee,  1849- 
50.    Lib.  Com.  1847. 

1884  Pitt,  George  Newton,  M.D.,  Assistant  Physician  to  the 

Shadwell  Hospital  for  Children;  34,  Ashburn  place, 
Kensington. 

1871  Pollock,  Arthur  Julius,  M.D.,  Physician  to,  and  Lecturer 

on  the  Principles  and  Practice  of  Medicine  at,  Charing 
Cross  Hospital ;  Physician  to  the  Foundling  Hospital ; 
85,  Harley  street,  Cavendish  square. 
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1845  fPoLLOCK,  George  David,  Surgeon-in-Ordinary  to  H.E.H. 

the  Prince  of  Wales;  Consulting  Surgeon  to  St.  George's 
Hospital;  36,  Grosvenor street.  C.  1856-7.  L.  1859-62. 
V.P.  1870-1.  Referee,  1858,1864-9,  1877-84.   Trans  A. 

1865  Pollock,  James  Edward,  M.D.,  Consulting  Physician  to 
the  Hospital  for  Consumption,  Brompton  ;  52,  Upper 
Brook  street,  Grosvenor  square.  C.  1882-3.  Referee, 
1872-81. 

1871  Poore,  George  Vivian,  M.D.,  Professor  of  MedicaJ  Juris- 
prudence in  University  College,  London ;  Assistant- 
Physician  to  University  College  Hospital ;  Physician 
to  the  Royal  Infirmary  for  Children  and  Women, 
Waterloo  road ;  Examiner  in  Forensic  Medicine  at  the 
University  of  London;  30,  Wimpole  street.    Trans.  1. 

1846  Potter,  Jephson,  M.D.,  F.L.S. 
1842    Powell,  James,  M.D. 

1867  Powell,  Richard  Douglas,  M.D.,  Secretary,  Physician  to 
the  Middlesex  Hospital ;  Physician  to  the  Hospital  for 
Consumption  and  Diseases  of  the  Chest,  Brompton ; 
62,  Wimpole  street,  Cavendish  sq.  S.  (Oct.)  1883-4. 
Referee,  1879-83.    Trans.  2. 

1867  Power,  Henry,  Ophthalmic  Surgeon  to,  and  Lecturer  on 
Ophthalmic  Surgery  at,  St.  Bartholomew's  Hospital ; 
37a,  Great  Cumberland  place,  Hyde  park.  C.  1882-3. 
Referee,  1870-81.  Sci.  Com.  1870.  Lib.  Com.  1872-8. 

1857  Priestley,  William  Overend,  M.D.,  Vice-President, 
Consulting  Physician-Accoucheur  to  King's  College 
Hospital,  and  to  the  St.  Marylebone  Infirmary;  17, 
Hertford  street,  Mayfair.  C.  1874-5.  V.P.  1884. 
Referee,  1867-73,  1877-83.    Sci.  Com.  1863. 

1883    Pringle,  John  James,  M.B.,  CM.,  35,  Bruton  Street, 
Berkeley  square. 

1874  Purves,  William  Laidlaw,  Aural  Surgeon  to  Guy's 
Hospital ;  20,  Stratford  place,  Oxford  street.  Trans.  2. 
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1873  Pye,  Walter,  Surgeon  (with  charge  of  out-patients)  to 
St.  Mary's  Hospital ;  4,  Sackville  street,  Piccadilly. 

1877  Pye-Smith,  Philip  Henry,  M.D.,  Physician  to,  and 
Lecturer  on  Medicine  at,  Guy's  Hospital ;  Examiner  in 
Physiology  at  the  University  of  London ;  54,  Harley 
street,  Cavendish  square. 

1850  t^UAIN>  Richard,  M.D.,  F.R.S.,  Consulting  Physician  to  the 
Hospital  for  Consumption,  Brompton ;  Member  of  the 
Senate  of  the  University  of  London  ;  67,  Harley  street, 
Cavendish  square.  C.  1866-7.  V.P.  1878-9.  Sci. 
Com.  1863.    Trans.  1. 

1835    IQuain,  Richard,  F.R.S.,  Surgeon-Extraordinary  to  H.M. 

the  Queen  ;  Emeritus  Professor  of  Clinical  Surgery, 
University  College,  London,  and  Consulting  Surgeon  to 
University  College  Hospital ;  32,  Cavendish  square. 
C.  1838-9.  L.  1846-8.  T.  1851-3.  V.P.  1856-7. 
Referee,  1845-6,  1848,  1858-9.  Lib.  Com.  1846. 
Trans.  1.    Pro.  2. 

1852  fRADCLiFFE,  Charles  Bland,  M.D.,  Treasurer,  Consulting 
Physician  to  the  Westminster  Hospital ;  Physician  to 
the  National  Hospital  for  the  Paralysed  and  Epileptic  ; 
25,  Cavendish  square.  C.  1867-8.  V.P.  1879-80. 
T.  1881-4.    Referee,  1862-6,  1870-8. 

1871  Ralfe,  Charles  Henry,  M.D.,  M.A.,  Assistant  Physician 
to  the  London  Hospital,  and  late  Physician  to  the  Sea- 
men's Hospital,  Greenwich  ;  26,  Queen  Anne  street, 
Cavendish  square. 

1857  Ranke,  Henry,  M.D.,  3,  Sophienstrasse,  Munich. 

1854  Ransom,  William  Henry,  M.D.,  F.K.S.,  Physician  to  the 
Nottingham  General  Hospital,  Nottingham. 

1869  Read,  Thomas  Laurence,  11,  Petersham  terrace,  Queen's 
gate. 

1858  Reed,  Frederick  George,  M.D.,  46,  Hertford  street,  May- 

fair.    Trans.  1. 

1821  Reeder,  Henry,  M.D.,  Varick,  Seneca  County,  New  York, 
United  States. 
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1857  Rees,  George  Owen,  M.D.,  F.R.S.,  Consulting  Physician 
to  Guy's  Hospital ;  26,  Albemarle  street,  Piccadilly, 
C.  1873.    Referee,  1860-72,  1875-81.    Trans.  1. 

1882  Reid,  James,  M.D.,  Resident  Physician  to  H.M.  the  Queen, 
Windsor  Castle. 

1884  Reid,  Thomas  Whitehead,  Surgeon  to  the  Kent  and 
Canterbury  Hospital ;  34,  St.  George's  place,  Canter- 
bury. 

1855  Reynolds,  John  Russell,  M.D.,  F.R.S.,  Vice-President, 
Physician-in-Ordinary  to  H.M.'s  Household ;  Con- 
sulting-Physician to  University  College  Hospital ;  38, 
Grosvenor  street.  C.  1870.  V.P.  1883.  Referee, 
1867-9. 

1865    Rhodes,  George  Winter,  Surgeon  to  the  Huddersfield 

Infirmary  ;  Queen  street  south,  Huddersfield. 
1881    Rice,  George,  M.B.,  CM. 

1852    Richardson,  Christopher   Thomas,  M.B.,  13,  Nelson 

crescent,  Ramsgate. 
1845    fRiDGE,  Benjamin,  M.D.,  8,  Mount    street,  Grosvenor 

square. 

1863  Ringer,  Sydney,  M.D.,  Professor  of  the  Principles  and 
Practice  of  Medicine  in  University  College,  London, 
and  Physician  to  University  College  Hospital ;  15, 
Cavendish  place,  Cavendish  square.  C.  1881-2. 
Referee,  1873-80.    Trans.  6. 

1871  Rivington,  Walter,  M.S.,  Surgeon  to,  and  Lecturer  on 
Surgery  at,  the  London  Hospital  ;  22,  Finsbury 
square.    Trans.  2. 

1871  ^Roberts,  David  Lloyd,  M.D.,  Physician  to  St.  Mary's 
Hospital,  Manchester;  11,  St.  John  street,  Deansgate, 
Manchester. 

1878  Roberts,  Frederick  Thomas,  M.D.,  Professor  of  Materia 
Medica  and  Therapeutics  in  University  College,  London  ; 
and  Physician  to  University  College  Hospital ;  Phy- 
sician to  the  Hospital  for  Consumption,  Brompton  ; 
Examiner  in  Materia  Medica  at  the  University  of 
London  ;  53,  Harley  street,  Cavendish  square. 
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1857  Robertson,  John  Charles  George,  Medical  Superinten- 
dent of  the  Cavan  District  Lunatic  Asylum  ;  Monaghan, 
Ireland. 

1873  Robertson,  William  H.,  M.D.,  Consulting  Physician  to 
the  Devonshire  Hospital  and  Buxton  Bath  Charity; 
Buxton,  Derbyshire. 

1843    Roden,  William,  M.D.,  Morningside  Lodge,  Kidderminster. 

1850  Roper,  George,  M.D.,  Consulting  Physician  to  the  Eastern 
Division  of  the  Royal  Maternity  Charity  ;  Physician  to 
the  Royal  Infirmary  for  Children  and  Women,  Waterloo 
Bridge  road  [19,  Ovington  gardens,  S.W.].  C.  1879-80. 

1857  Rose,  Henry  Cooper,  M.D.,  F.L.S.,  Surgeon  to  the 
Hampstead  Dispensary  ;  Penrose  House,  Hampstead. 
Trans.  1. 

1883  Rose,  William,  M.B.,  Assistant  Surgeon  to  King's  College 
Hospital ;  50,  Harley  street,  Cavendish  square. 

1882  Routh,  Amand  J.  McC,  M.D.,  B.S.,  Physician  to  the 
Samaritan  Free  Hospital  for  Women  ;  Assistant  Phy- 
sician Accoucheur  to  the  Charing  Cross  Hospital  ; 
Obstetric  Physician  to  the  St.  Marylebone  General 
Dispensary  ;  6,  Upper  Montagu  street,  Montagu  square. 

1849  fRouTH,  Charles  Henry  Felix,  M.D.,  Physician  to  the 
Samaritan  Free  Hospital  for  Women  and  Children  ;  52, 
Montagu  square.    Lib.  Com.  1854-5.    Trans.  1. 

1863  Rowe,  Thomas  Smith,  M.D.,  Surgeon  to  the  Royal  Sea- 
Bathing  Infirmary  ;  Cecil  street,  Margate,  Kent. 

1882  Roy,  Charles  Smart,  M.D.,  F.R.S.,  Professor  of  Pathology 
in  the  University  of  Cambridge. 

1845  Russell,  James,  M.D.,  Physician  to  the  Birmingham 
General  Hospital ;  22,  New  Hall  street,  Birmingham. 

1871  Rutherford,  William,  M.D.,  F.R.S.,  Professor  of  Phy- 
siology in  the  University  of  Edinburgh;  14,  Douglas 
crescent,  Edinburgh. 

1856  Salter,  S.  James  A.,  M.B.,  F.R.S.,  F.L.S.,  Basingfield,  near 
Basingstoke,  Hants.  C.  1871.  Lib.  Com.  1878. 
Trans.  2. 
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1 849  ■f'S anderson,  Hugh  James,  M.D.,  26,  Upper  Berkeley  street, 
Portman  square.    C.  1872-3.    Lib.  Com.  1862-3. 

1855  Sanderson,  John  Burdon,  M.D.,  LL.D.,  F.R.S.,  Wayn- 
flete  Professor  of  Physiology  in  the  University  of 
Oxford;  50,  Banbury  road,  Oxford.  C.  1869-70. 
V.P.  1882.  Referee,  1867-8,  1876-81.  Sci;  Com. 
1862,  1870.    Lib.  Com.  1876-81.    Trans.  2. 

1867  Sandford,  Folltott  James,  M.D.,  Market  Drayton, 
Shropshire. 

1879  Sangster,  Alfred,  B.A.,  M.B.,  Lecturer  on  Skin  Diseases 
at  the  Charing  Cross  Hospital ;  6,  Savile  row.  Trans.  1. 

1847  f^ANKEY,  William  Henry  Octavius,  M.D.,  Boreatton 
park,  Baschurch,  Shrewsbury. 

1869  Sansom,  Arthur  Ernest,  M.D.,  Physician  (with  charge  of 
out-patients)  to  the  London  Hospital  ;  84,  Harley 
street,  Cavendish  square.    Trans.  2. 

1845  fSAUNDERs,  Sir  Edwin,  Surgeon-Dentist  to  H.M.  the  Queen, 
and  to  H.R.H.  the  Prince  of  Wales  ;  13a,  George  street, 
Hanover  square.    C.  1872-3. 

1834    Saltan,  Ludwig  V.,  M.D.,  Warsaw. 

1879  Savage,  George  Henry,  M.D.,  Bethlem  Royal  Hospital, 
St.  George's  road,  Southwark. 

1859  Savory,  William  Scovell,  F.R.S.,  Vice-President,  Surgeon 
to,  and  Lecturer  on  Surgery  at,  St.  Bartholomew's 
Hospital;  Surgeon  to  Christ's  Hospital;  66,  Brook 
street,  Grosvenor  square.  C.  1871-2.  L.  1878.  V.P. 
1883-4.  Referee,  1865-70,  1873-77,  1879-82.  Sci. 
Com.  1862,  1867,  1870.    Lib.  Com.  1866-8.    Trans.  6. 

1883  Schafer,  Edward  Albert,  F.R.S.,  Jodrell  Professor  of 
Physiology,  University  College,  London ;  University 
College,  Gower  street. 

1873  Scott,  John  Moore  Johnston,  M.D.,  Lurgan,  County 
Armagh. 

1861  *Scott,  William,  M.D.,  Senior  Physician  to  the  Hudders- 
field  Infirmary  ;  Waverley  House,  Huddersfield. 
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1882  Scriven,  John  Barclay,  Brigade  Surgeon,  Bengal  (retired), 
late  Professor  of  Anatomy,  Surgery,  and  Ophthalmic 
Surgery  at  the  Lahore  Medical  School ;  95,  Oxford 
gardens,  Notting  hill. 

1863    Sedgwick,  William,  12,  Park  place,  Upper  Baker  street. 

C.  1884.    Trans.  2. 
1877    Semon,  Felix,  M.D.,  Assistant  Physician  for  Diseases  of  the 

Throat  to  St.  Thomas's  Hospital;  59,  Welbeck  street, 

Cavendish  square.    Trans.  1 . 
1875    Semple,  Robert  Hunter,  M.D., Physician  to  theBloomsbury 

Dispensary;  8,  Torrington  square.    Sci.  Com.  1879. 

1873  *Shapter,  Lewis,  B.A.,  M.B.,  Physician  to  the  Devon  and 
Exeter  Hospital ;  the  Barnfield,  Exeter. 

1882  Sharkey,  Seymour  J.,  M.B.,  Assistant  Physician  to  St. 
Thomas's  Hospital ;  2,  Portland  place.    Trans.  2. 

1840  Sharp,  William,  M.D.,  F.R.S.,  Horton  House,  Rugby. 
Trans.  1. 

1836  fSHAW,  Alexander,  Consulting  Surgeon  to  the  Middlesex 
Hospital;  136,  Abbey  road,  Kilburn.  C.  1842.  S. 
1843-4.  V.P.  1851-2.  T.  1858-60.  Referee,  1842-3, 
1846-50,  1855-7,  1865.    Lib.  Com.  1843.    Trans.  4. 

1884  Sheild,  Arthur  Marmaduke,  M.B.,  B.S.,  House  Surgeon, 
St.  George's  Hospital ;  83,  Park  street,  Grosvenor 
square. 

1859  Sibley,  Septimus  William,  7,  Harley  street,  Cavendish 
square.    C.  1882-3.    Sci.  Com.  1863.    Trans.  4. 

1848  fSiEVEKiNG,  Edward  Henry,  M.D.,  Physician-Extraordi- 
nary to  H.M.  the  Queen;  Physician-in-Ordinary  to 
H.R.H.  the  Prince  of  Wales ;  Physician  to  St.  Mary's 
Hospital;  17,  Manchester  square.  C.  1859-60.  S. 
1861-3.  V.P.  1873-4.  L.  1881=2.  Referee,  1855-8, 
1864-72,  1875-80.    Sci.  Com.  1862.    Trans.  2. 

1842  fSiMON,  John,  C.B.,  D.C.L.,  LL.D.,  F.B.S.,  Consulting 
Surgeon  to  St.  Thomas's  Hospital ;  40,  Kensington 
square.  C.  1854-5.  V.P.  1865.  Referee  1851-3, 
1866-81.    Trans.  1. 
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1857  Siordet,  James  Lewis,  M.B.,  Villa  Preti,  Mentone,  Alpes 
Maritimes,  France. 

1882    Smith,  Charles  John,  54,  Old  Steyne,  Brighton. 

1879  Smith,  E.  Noble,  Senior  Surgeon  and  Surgeon  to  the 
Orthopaedic  Department  of  the  Farringdon  Dispensary  ; 
Orthopaedic  Surgeon  to  the  British  Home  for  Incurables  ; 
24,  Queen  Anne  street,  Cavendish  square. 

1881  Smith,  Eustace,  M.D.,  Physician  to  H.M.  the  King  of  the 
Belgians ;  Physician  to  the  East  London  Children's 
Hospital,  and  to  the  Victoria  Park  Hospital  for  Dis- 
eases of  the  Chest ;  5,  George  street,  Hanover  square. 

1872  Smith,  T.  Gilbart,  M.A.,  M.D.,  Assistant-Physician  to  the 

London  Hospital ;  Physician  to  the  Royal  Hospital  for 
Diseases  of  the  Chest,  City  road ;  68,  Harley  street, 
Cavendish  square.    Trans.  1. 

1866  Smith,  Heywood,  M.A.  M.D.,  Physician  to  the  Hos- 
pital for  Women ;  Physician  to  the  British  Lying-in 
Hospital ;  18,  Harley  street,  Cavendish  square. 

1838  fSMiTH,  Spencer,  Consulting  Surgeon  to  St.  Mary's  Hos- 
pital; 92,  Oxford  terrace,  Hyde  Park.  C.  1854.  S. 
1855-8.  V.P.  1859-60.  T.  1865.  Referee,  1851-3, 
1862-4,  1866-78.    Lib.  Com.  1847. 

1863  Smith,  Thomas,  Surgeon  to,  and  Lecturer  on  Clinical 
Surgery  at,  St.  Bartholomew's  Hospital ;  5,  Stratford 
place,  Oxford  street.  S.  1870-2.  C.  1875-6.  Referee, 
1873-4,  1880-4.    Sci.  Com.  1867.    Trans.  3. 

1847  Smith,  William  J.,  M.D.,  Consulting  Physician  to  the 
Weymouth  Infirmary ;  Greenhill,  Weymouth,  Dorset- 
shire. 

1873  Smith,  W.  Johnson,  Surgeon  to  the  Seamen's  Hospital, 

Greenwich. 

1874  *Smith,  William  Robert,  M.D.,  F.R.S.  Ed.,  Physician  to 

the  Dispensary,  Cheltenham  ;  Bayshill  Villa,  Chelten- 
ham. 

1868    Solly,  Samuel  Edwin,  Colorado  Springs,  Colorado,  U.S. 
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1865  Southey,  Reginald,  M.D.,  Commissioner  in  Lunacy  ;  32, 
Grosvenor  road,  Westminster.  C.  1881-2.  S.  1883. 
Referee,  1873-80.    Trans.  1. 

1844    Spaceman,  Frederick  R.,  M.D.,  Harpenden,  St.  Alban's. 

1875    Spitta,  Edmund  J.,  Ivy  House,  Clapham  Common,  Surrey. 

1851  fSpiTTA,  Robert  John,  M.D.,  East  Side,  Clapham  Com- 
mon, Surrey.    C.  1878-9.    Trans.  1. 

1882  Steavenson,  William  Edward,  M.B.,  15,  Henrietta  street, 
Cavendish  square. 

1854  Stevens,  Henry,  M.D.,  Inspector,  Medical  Department, 
Local  Government  Board 

1859  Stewart,  William  Edward,  16,  Harley  street,  Cavendish 
square. 

1879    ^Stirling,  Edward  Charles,  late  Assistant  Surgeon  and 

Lecturer  on  Physiology  at   St.   George's  Hospital ; 

Adelaide,  South  Australia  [care  of  T.  Gemmell,  Esq., 

32,  The  Grove,  Boltons,  S.W.]. 
1856    Stocker,  Alonzo  Henry,  M.D.,  Peckham  House,  Peckham. 
1865    Stokes,   William,   M.D.,   Surgeon   to   the  Richmond 

Surgical  Hospital ;  5,  Merrion  square  north,  Dublin. 

Trans.  1. 

1884    Stonham,  Charles,  Senior  Demonstrator  of  Anatomy  at 

University  College,  London  ;  129,  Gower  street. 
1843    Storks,  Robert  Reeve,  Paris. 

1858  fSTREATFEiLD,  John  Fremlyn,  Surgeon  to  the  Royal 
London  Ophthalmic  Hospital,  Moorfields  ;  Professor  of 
Clinical  Ophthalmic  Surgery  in  University  College,  and 
Senior  Ophthalmic  Surgeon  to  University  College  Hos- 
pital; 15,  Upper  Brook  street,  Grosvenor  square.  C. 
1874-5.    Lib.  Com.  1867-8. 

1871  Strong,  Henry  John,  M.D.,  Whitgift  House,  George  street, 
Croydon. 

1863  Sturges,  Octavius,  M.D.,  Physician  to,  and  Lecturer  on 
Medicine  at,  the  Westminster  Hospital  ;  Assistant- 
Physician  to  the  Hospital  for  Sick  Children;  85, 
Wimpole  street,  Cavendish  square.  C.  1878-9,  Re- 
feree, 1882-4. 
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1871  "^Sutherland,  Henry,  M.D.,  Lecturer  on  Insanity  at  the 
"Westminster  Hospital ;  6,  Richmond  terrace,  Whitehall. 

1860  Sutro,  Sigismund,  M.D.,  Senior  Physician  to  the  German 

Hospital;  37a,  Finsbury  square. 

1871  Sutton,  Henry  Gawen,  M.B.,  Physician  to,  and  Lecturer 
on  Pathology  at,  the  London  Hospital,  and  Physician 
to  the  City  of  London  Hospital  for  Diseases  of  the 
Chest;  9,  Finsbury  square.    Trans.  1. 

1883  Sutton,  John  Bland,  Lecturer  on  Comparative  Anatomy 
and  Senior  Demonstrator  of  Anatomy,  Middlesex  Hos- 
pital Medical  College.    Trans.  1. 

1855  Sutton,  John  Maule,  M.D.,  Medical  Officer  of  Health, 
Oldham ;  Higher  Broughton,  Manchester. 

1861  *Sweeting,  George  Bacon,  King's  Lynn,  Norfolk. 

1878  *Sympson,  Thomas,  Surgeon  to  the  Lincoln  County  Hos- 
pital ;  3,  James  street,  Lincoln. 

1870  Tait,  Lawson,  Surgeon  to  the  Birmingham  and  Midland 
Hospital  for  Women  ;  7,  The  Crescent,  Birmingham. 
Trans.  4. 

1864    Taussig,  Gabriel,  M.D.,  70,  Piazza  Barberini,  Rome. 

1875  Tay,  Waren,  Surgeon  to  the  London  Hospital  and  Surgeon 
to  the  North  Eastern  Hospital  for  Children  and  the 
Hospital  for  Skin  Diseases,  Blackfriars ;  4,  Finsbury 
square. 

1873  Taylor,  Frederick,  M.D.,  Assistant- Physician  to,  and 

Lecturer  on  Materia  Medica  at,  Guy's  Hospital;  Physi- 
cian to  the  Evelina  Hospital  for  Sick  Children  ;  1 1,  St. 
Thomas's  street,  Southwark.    Trans.  1. 

1845  fTAYLOR,  Thomas,  Warwick  House,  1,  Warwick  place,  Grove 
End  road,  St.  John's  wood. 

1859    Tegart,  Edward,  49,  Jermyn  street,  St.  James's. 

1874  Thin,  George,  M.D.,  22,  Queen  Anne  street,  Cavendish 

square.    Trans.  9. 

1862  Thompson,  Edmund  Symes,  M.D.,  Physician  to  the  Hos- 

pital for  Consumption,  Brompton  ;  Gresham  Professor 
of  Medicine  ;  33,  Cavendish  square.  S.  1871-4. 
C.  1878-9.    Referee,  1876-7.    Trans.  1. 
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1857  Thompson,  Henry,  M.D.,  Consulting  Physician  to  the 
Middlesex  Hospital ;  53,  Queen  Anne  street,  Cavendish 
square. 

1852  -{-Thompson,  Sir  Henry,  Surgeon-Extraordinary  to  H.M. 

the  King  of  the  Belgians ;  Professor  of  Surgery  and 
Pathology  to  the  Royal  College  of  Surgeons ;  Emeritus 
Professor  of  Clinical  Surgery  in  University  College, 
London  ;  and  Consulting  Surgeon  to  University  College 
Hospital ;  35,  Wimpole  street,  Cavendish  square.  C. 
1869.    Trans.  7. 

1862  Thompson,  Reginald  Edward,  M.D.,  Vice-President,  Phy- 
sician to  the  Hospital  for  Consumption,  Brompton ; 
47,  Park  street,  Grosvenor  square.  C.  1879.  S.  1880- 
82.  V.P.  1883-4.  Referee,  1873-8.  Sci.  Com.  1867. 
Trans.  2. 

1881  Thomson,  William  Sinclair,  M.D.,  40,  Ladbroke  grove, 

Kensington  park  gardens. 

1876  Thornton,  John  Knowsley,  M.B.,  CM.,  Surgeon  to  the 
Samaritan  Free  Hospital  for  Women  and  Children  ; 
22,  Portman  street,  Portman  square.    Trans.  2. 

1883  Thtjrsfield,  Thomas  William,  M.D.,  26,  The  Parade, 
Leamington. 

1875    Tibbits,  Herbert,  M.D.,  68,  Wimpole  street. 

1848  fTiLT,  Edward  John,  M.D.,  Consulting  Physician  to  the 
Farringdon  General  Dispensary  and  Lying-in  Charity  ; 
27,  Seymour  street,  Portman  square.  Referee,  1874-81. 

1880    Tivy,  William  James,  8,  Lansdowne  place,  Clifton,  Bristol. 

1872    Tomes,  Charles  S.,  B.A.,  F.R.S.,  Lecturer  on  Anatomy  and 

Physiology  at  the  Dental  Hospital;   37,  Cavendish 

square.    Lib.  Com.  1879. 

1867    Tonge,  Morris,  M.D.,  Harrow-on-the-Hill,  Middlesex. 

1882  Tooth,  Howard  Henry,  M.B.,  34,  Harley  street,  Cavendish 

square. 

1871  *Trend,  Theophilus  W.,  M.D.,  Raeberry  Lodge,  South- 
ampton. 
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1879  Treves,  Frederick,  Surgeon  to,  and  Lecturer  on  Anatomy 
at,  the  London  Hospital ;  18,  Gordon  square.  Trans.  2. 

1881  *Treves,  William  Knight,  Surgeon  to  the  Royal  Sea 

Bathing  Infirmary  for  Scrofula;  31,  Dalby  square, 
Cliftonville,  Margate. 

1867  Trotter,  John  William,  late  Surgeon-Major,  Coldstream 
Guards  ;  4,  St.  Peter's  terrace,  York. 

1859  Truman,  Edwin  Thomas,  Surgeon-Dentist  in  Ordinary  to 
Her  Majesty's  Household  ;  23,  Old  Burlington  street. 

1864  Tufnell,  Thomas  Jolliffe,  Consulting  Surgeon  to  the 

City  of  Dublin  Hospital ;  58,  Lower  Mount  street, 
Merrion  square,  Dublin.    Trans.  1. 

1 862  Tuke,  Thomas  Harrington,  M.D.,  Manor  House,  Chiswick, 
and  37,  Albemarle  street,  Piccadilly. 

1875  Turner,  Francis  Charlewood,  M.A.,  M.D.,  Physician 

to  the  London  Hospital ;  15,  Finsbury  square. 

1873    Turner,  George  Brown,  M.D.,  San  Remo,  Italy. 

1882  Turner,   George   Robertson,  Visiting  Surgeon  to  the 

Seamen's  Hospital,  Greenwich ;  Joint  Lecturer  on 
Practical  Surgery  at  St.  George's  Hospital  ;  49,  Green 
street,  Park  lane. 
1881  Tyson,  William  Joseph,  M.D.,  Medical  Officer  of  the 
Folkestone  Infirmary ;  10,  Langhorne  gardens,  Folke- 
stone. 

1876  Venn,  Albert  John,  M.D.,  Obstetric  Physician  to  the 

Metropolitan  Free  Hospital ;  Physician  to  the  Victoria 
Hospital  for  Children ;  8,  Upper  Brook  street,  Gros- 
venor  square. 
1870    Venning,  Edgcombe,  30,  Cadogan  place. 

1865  Vernon,  Bowater  John,  Ophthalmic  Surgeon  to  St.  Bar- 

tholomew's Hospital  and  to  the  "West  London  Hospital ; 
14,  Clarges  street,  Piccadilly. 

1867  Vintras,  Achille,  M.D.,  Physician  to  the  French  Embassy 
and  to  the  French  Hospital,  Lisle  street,  Leicester 
square  ;  141,  Regent  street. 
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1828  Vulpes,  Benedetto,  M.D.,  Physician  to  the  Hospital  of 
Aversa,  and  the  Hospital  of  Incurables,  Naples. 

1854    Waddington,  Edward,  Hamilton,  Auckland,  New  Zealand. 

1870  Wadham,  William,  M.D.,  Physician  to  St.  George's  Hos- 
pital ;  14,  Park  lane. 

1864  Waite,  Charles  Derby,  M.B.,  Senior  Physician  to  the 
Westminster  General  Dispensary  ;  3,  Old  Burlington 
street. 

1884    Wakley,  Thomas,  Jun.,  96,  Redcliffe  gardens. 

1868  *Walker,  Robert,  Surgeon  to  the  Carlisle  Dispensary;  2, 
Portland  square,  Carlisle. 

1883    Waller,  Augustus,  M.D.,  26,  Gordon  square. 

1867  *Wallis,  George,  Surgeon  to  Addenbrooke's  Hospital, 
Corpus  Buildings,  Cambridge. 

1873  Walsham,  William  Johnson,  CM.,  Assistant  Surgeon  to, 
and  Demonstrator  of  Practical  and  Orthopaedic  Surgery 
at,  St.  Bartholomew's  Hospital  ;  Surgeon  to  the 
Metropolitan  Free  Hospital ;  27,  Weymouth  street, 
Portland  place.    Lib.  Com.  1882-4.    Trans.  3. 

1852  fWALSHE,  Walter  Hayle,  M.D.,  Emeritus  Professor  of  the 
Principles  and  Practice  of  Medicine,  University  College, 
London  ;  Consulting  Physician  to  the  Hospital  for 
Consumption;  41,  Hyde  park  square.  C.  1872. 
Trans.  1. 

1883    *  Walters,  James  Hopkins,  43,  Castle  street,  Reading. 

1851  "f" Walton,  Haynes,  Senior  Surgeon  to  St.  Mary's  Hospital, 

1,  Brook  street,  Grosvenor  square.    Trans.  1.    Pro.  1. 

1852  Wane,  Daniel,  M.D. 

1821    Ward,  William  Tilleard,  Tilleards,  Stanhope,  Canada. 

1858  Wardell,  John  Richard,  M.D.,  Calverley  park,  Tunbridge 
Wells. 

1846  Ware,  James  Thomas,  Tilford  House,  near  Farnham, 
Surrey. 

1818    Ware,  John,  Clifton  Down,  Bristol. 
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Elected 

1866  Waring,  Edward  John,  CLE.,  M.D.,  49,  Clifton  gardens, 
Maida  vale.    Referee,  1881-4. 

1877  Warner,  Francis,  M.D.,  Assistant  Physician  to  the  London 

Hospital  and  to  the  East  London  Hospital  for  Children  ; 
Lecturer  on  Botany  at  the  London  Hospital ;  24, 
Harley  street,  Cavendish  square.    Trans.  1. 

1861  Waters,  A.  T.  Houghton,  M.D.,  Physician  to  the  Royal 
Infirmary,  and  Lecturer  on  the  Principles  and  Practice 
of  Medicine,  in  the  Liverpool  Royal  Infirmary  School  of 
Medicine  ;  69,  Bedford  street,  Liverpool.    Trans.  3. 

1879    Waters,  John  Henry,  M.D.,  CM.,  101,  Jermyn  street. 

1878  Watney,  Herbert,  M.D.,  1,  Wilton  crescent,  Belgrave 

square. 

1861  f  Watson,  William  Spencer,  M.B.,  Surgeon  to  the  Great 
Northern  Hospital ;  Surgeon  to  the  Royal  South 
London  Ophthalmic  Hospital ;  7,  Henrietta  street, 
Cavendish  square.    C.  1883-4.    Trans.  1. 

1879  Watteville,  Armand  de,  M.A.,  M.D.,  B.Sc,  Medical 

Electrician  to  St.  Mary's  Hospital  ;  30,  Welbeck  street, 
Cavendish  square. 

1854  Webb,  William,  M.D.,  Gilkin  View  House,  Wirksworth, 
Derbyshire. 

1840  Webb,  William  Woodham,  M.D.,  82,  Avenue  des  Termes, 
Paris. 

1842  *j~ Weber,  Frederic,  M.D.,  44,  Green  street,  Park  lane. 
C.  1857.    V.P.  1865. 

1857  Weber,  Hermann,  M.D.,  Physician  to  the  German 
Hospital ;  10,  Grosvenor  street,  Grosvenor  square. 
C.  1874-5.  Eeferee,  1869-73,  1878-84.  Lib.  Com. 
1864-73.    Trans.  6. 

1844    fWEGG,  William,   M.D.,  15,  Hertford  street,  Mayfair. 

L.  1854-8.  C.  1861-2.  T.  1873-80.  Lib.  Com. 
1851-3. 


1878    Weiss,  Hubert  Foveaux,  11,  Hanover  square. 
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1874  Wells,  Harry,  M.D.,   San  Ysidro,  Buenos  Ayres,  S. 

America. 

1854  Wells,  Sir  Thomas  Spencer,  Bart.,  Surgeon-in-Ordinary 
to  H.M.'s  Household  ;  Consulting  Surgeon  to  the 
Samaritan  Free  Hospital  for  Women  and  Children  ;  3, 
Upper  Grosvenor  street.  C.  1870.  V.P.  1881. 
Trans.  13.    Pro.  1. 

1842  "|* West,  Charles,  M.D.,  Corresponding  Member  of  the 
Academy  of  Medicine  of  Paris;  29,  Promenade  des 
Anglais,  Nice,  Alpes  Maritimes,  France,  and  2,  Bolton 
row,  Mayfair.  C.  1855-6.  V.P.  1863.  P.  1877-8. 
Referee,  1848-54,  1857-62,  1864-76,  1880.  Sci.  Com. 
1863.    Lib.  Com.  1844-7,  1851.    Trans.  2. 

1877  West,  Samuel,  M.D.,  Physician  to  the  City  of  London 

Hospital  for  Diseases  of  the  Chest,  Victoria  Park ; 
Physician  to  the  Royal  Free  Hospital ;  Medical  Regis- 
trar and  Medical  Tutor  to  St.  Bartholomew's  Hospital ; 
15,  Wimpole  street,  Cavendish  square.     Trans.  2. 

1882  Wharry,  Charles  John,  M.D.,  Resident  Superintendent, 
Government  Civil  Hospital,  Hong  Kong. 

1881    Wharry,  Robert,  M.D.,  6,  G-ordon  square. 

1878  Wharton,  Henry  Thornton,  M.A.,  Surgeon  to  the  Kilburn 

Dispensary ;  39,  St.  George's  road,  Kilburn. 

1828    Whatley,  John,  M.D. 

1875  Whipham,  Thomas  Tillyer,  M.B.,  Physician  to,  and  Lec~ 

turer  on  Clinical  Medicine  at,  St.  George's  Hospital; 
11,  Grosvenor  street,  Grosvenor  square. 

1849    White,  John. 

1881  White,  William  Hale,  M.D.,  Demonstrator  of  Anatomy 
at  Guy's  Hospital  ;  4,  St.  Thomas's  street,  Southwark. 

1881  *Whitehead,  Walter,  F. R.S.Ed.,  Surgeon  to  the  Man- 
chester Royal  Infirmary ;  Senior  Surgeon  to  the  Man- 
chester and  Salford  Lock  and  Skin  Hospital ;  24,  St. 
Ann's  square,  Manchester.    Trans.  1. 

1877    Whitmore,  William  Tickle,  7,  Arlington  street,  Piccadilly. 
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Elected 

1852  Wiblin,  John,  M.D.,  Medical  Inspector  of  Emigrants  and 
Recruits;  Southampton.    Trans.  1. 

1870    *Wilkin,  John  F.,  M.D.,  M.C.,  New  Beckenham,  Kent. 

1883  *  Wilkinson,  Thomas  Marshall,  Surgeon  to  the  Lincoln 
County  Hospital  and  to  the  Lincoln  General  Dis- 
pensary ;  7,  Lindum  road,  Lincoln. 

1837  Wilks,  George  Augustus  Frederick,  M.D.,  Stanbury, 
Torquay. 

1863  Wilks,  Samuel,  M.D.,  LL.D.,  F.R.S.,  Physician  to,  and 
Lecturer  on  Medicine  at,  Guy's  Hospital ;  Physician  in 
Ordinary  to  their  Royal  Highnesses  the  Duke  and 
Duchess  of  Connaught ;  72,  Grosvenor  street,  Grosvenor 
square.    Referee,  1872-81.    Sci.  Com.  1. 

1883    #Willans,  William  Blundell,  Great  Hadham,  Herts. 

1865    "{"'Willett,  Alfred,  Surgeon  to  St.  Bartholomew's  Hospital ; 

Surgeon  to  St.  Luke's  Hospital ;  36,  Wimpole  street, 
Cavendish  square.  C.  1880-81.  Referee,  1882-4. 
Trans.  2. 

Willett,  Edmund  Sparshall,  M.D.,  Resident  Physician, 
Wyke  House,  Isleworth,  Middlesex. 

-(-Williams,  Charles  James  Blasius,  M.D.,  F.R.S., 
Physician-Extraordinary  to  H.M.  the  Queen;  Consulting 
Physician  to  the  Hospital  for  Consumption,  Brompton 
[47,  Upper  Brook  street,  Grosvenor  square]  ;  Villa  de 
Rocher,  Cannes.  C.  1849-50.  V.P.  1860-1.  P. 
1873-4.    Referee,  1843-4.    Sci.  Com.  1862.    Trans.  1. 

♦Williams,  Charles,  Surgeon  to  the  Norfolk  and  Norwich 
Hospital ;  9,  Prince  of  Wales  road,  Norwich. 

Williams,  Charles  Theodore,  M.A.,  M.D.,  Physician 
to  the  Hospital  for  Consumption  and  Diseases  of  the 
Chest,  Brompton ;  47,  Upper  Brook  street,  Grosvenor 
square.    C.  1884.    Lib.  Com.  1880-3.    Trans.  3. 

Williams,  Dawson,  M.D.,  4,  Oxford  and  Cambridge 
Mansions,  Marylebone  road. 


1864 
1840 


1859 
1866 

1881 


FELLOWS  OF  THE  SOCIETY. 


Ixv 
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1872  Williams,  John,  M.D.,  Assistant  Obstetric  Physician  to 
University  College  Hospital;  11,  Queen  Anne  street, 
Cavendish  square.  Referee,  1878-84.  Lib.  Com. 
1876-82. 

1868  Williams,  William  Rhys,  M.D.,  Commissioner  in  Lunacy  ; 
19,  Whitehall  place. 

1863  Wilson,  Robert  James,  7,  Warrior  square,  St.  Leonard's- 
on-Sea,  Sussex. 

1850  *Wise,  Robert  Stanton,  M.D.,  Consulting  Physician  to 

the  Southam  Eye  and  Ear  Infirmary;  Beech  Lawn, 
Banbury. 

1825  Wise,  Thomas  Alexander,  M.D.,  Inchrye  Abbey,  New 
borough,  Fife,  N.B. 

1879  Woakes,  Edward,  M.D.,  Senior  Aural  Surgeon  to  the 
London  Hospital ;  78,  Harley  street,  Cavendish  square. 

1 85 1  fWooD,  John,  F.R.S.,  Professor  of  Clinical  Surgery  in  King's 

College,  London,  and  Senior  Surgeon  to  King's  College 
Hospital;  Examiner  in  Surgery  in  the  University  of 
London;  61,  Wimpole  street,  Cavendish  square.  C. 
1867-8.  V.P.  1877-8.  Referee,  1871-6,  1880-84. 
Lib.  Corn.  1866.    Trans.  3. 

1848  fWooD,  "William,  M.D.,  Physician  to  St.  Luke's  Hospital 
for  Lunatics ;  99,  Harley  street,  Cavendish  square. 
C.  1867-8.    V.P.  1877-8. 

1883  Wood,  William  Edward  Ramsden,  M.A.,  M.D.,  Assistant 
Medical  Officer,  Bethlem  Royal  Hospital,  St.  George's 
road,  Southwark. 

1881  Woodman,  Samuel,  Consulting  Surgeon  to  the  Ramsgate 
and  St.  Lawrence  Royal  Dispensary;  5,  Prospect  terrace, 
Ramsgate. 

1879  Woodward,  G.  P.  M.,  M.D.,  Deputy  Surgeon-General; 
Sydney,  New  South  Wales. 

1842    Worthington,  William  Collins,  London  road,  Lowestoft, 
Suffolk.    Trans.  3, 
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Elected 

1865  Wotton,  Henry,  M.D.,  15,  Notting  Hill  terrace,  Kensing- 
ton. 

1878  Yeo,  Gerald  F.,  M.D.,  M.C.,  Professor  of  Physiology  in 
King's  College,  London ;  Examiner  in  Physiology, 
University  of  London  ;  King's  College,  Strand. 


[It  is  particularly  requested  that  any  change  of  Title,  Appointment,  or 
Residence,  may  be  communicated  to  the  Secretaries  before  the  1st  of 
October  in  each  year,  in  order  that  the  List  may  be  made  as  correct  as 
possible.] 
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HONORARY  FELLOWS. 

(Limited  to  Twelve.) 

Elected 

1883  Carpenter,  William  Benjamin,  C.B.,  M.D.,  LL.D., 
F.R.S.,  Corresponding  Member  of  the  Institute  ;  56, 
Regent's  park  road. 

1847  Chad  wick,  Edwin,  C.B.,  Corresponding  Member  of  the 
Academy  of  Moral  and  Political  Sciences  of  the  Insti- 
tute of  France  ;  Park  Cottage,  East  Sheen. 

1883  Frankland,  Edward,  M.D.,  D.C.L.,  Ph.D.,  F.R.S.,  Pro- 
fessor of  Chemistry  in  the  Royal  School  of  Mines ; 
Corresponding  Member  of  the  French  Institute  ;  Royal 
College  of  Chemistry,  South  Kensington  Museum,  and 
the  Yews,  Reigate  Hill,  Reigate. 

1868  Hooker,  Sir  Joseph  Dalton,  C.B,  M.D.,  K.C.S.I., 
D.C.L.,  LL.D.,  F.R.S.,  Member  of  the  Senate  of  the 
University  of  London,  Director  of  the  Royal  Botanic 
Gardens,  Kew  ;  Corresponding  Member  of  the  Academy 
of  Sciences  of  the  Institute  of  France  ;  Royal  Gardens, 
Kew. 

1868  Huxley,  Thomas  Henry,  LL.D.,  F.R.S.,  Professor  of 
Natural  History  in  the  Royal  School  of  Mines; 
Secretary  to  the  Royal  Society ;  Corresponding  Member 
of  the  Academies  of  Sciences  of  St.  Petersburg,  Berlin, 
Dresden,  &c. ;  4,  Marlborough  place,  St.  John's  wood. 


1878    Lubbock,  Sir  John,  Bart.,  M.P.,  D.C.L.,  LL.D.,  F.R.S., 
High  Elms,  Bromley,  Kent. 
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1847  Owen,  Sir  Richard,  K.C.B.,  D.C.L.,  LL.D.,  F.R.S.,  late 
Superintendent  of  the  Natural  History  Departments  in 
the  British  Museum  ;  Foreign  Associate  of  the  Academy 
of  Sciences  of  the  Institute  of  France ;  Sheen  Lodge, 
Mortlake. 

1883  Parker,  William  Kitchen,  F.R.S.,  Hunterian  Professor  of 
Comparative  Anatomy  in  the  Royal  College  of  Sur- 
geons ;  36,  Claverton  street,  Pimlico. 

1873  Stokes,  George  Gabriel,  M.A.,  D.C.L.,  LL.D.,  Lucasian 
Professor  of  Mathematics  in  the  University  of  Cam- 
bridge ;  Secretary  to  the  Royal  Society,  &c. ;  Lensfield 
Cottage,  Cambridge. 

1868  Ttndall,  John,  D.C.L.,  LL.D.,  F.R.S.,  Professor  of  Natural 
Philosophy  in  the  Royal  Institution;  Corresponding 
Member  of  the  Academies  and  Societies  of  Sciences  of 
Gottingen,  Haarlem,  Geneva,  &c.  ;  Royal  Institution, 
Albemarle  street,  Piccadilly. 
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XIX 


FOREIGN  HONORARY  FELLOWS. 

(Limited  to  Twenty.) 

Elected 

1878    Baccelli,  Guido,  M.D.,  Professor  of  Medicine  at  Rome. 

1883  Bigelow,  Henry  J.,  M.D.,  Professor  of  Surgery  at  Harvard 
University,  and  Surgeon  to  the  Massachusetts  General 
Hospital. 

1876  Billroth,  Theodor,  M.D.,  Professor  of  Surgery  in  the 
University  of  Vienna  ;  Vienna. 

1883  Charcot,  J.  M.,  M.D.,  Physician  to  the  Hopital  de  la  Salpe- 
triere,  and  Professor  at  the  Faculty  of  Medicine  of 
Paris  ;  Member  of  the  Academy  of  Medicine ;  Quai 
Malaquais  1 7,  Paris. 

1864  Donders,  Franz  Cornelius,  M.D.,LL.D.,  Professor  of  Phy- 
siology and  Ophthalmology  at  the  University  of  Utrecht. 

1883  DuBois  Reymond,  Emil,  M.D.,  Professor  in  Berlin ;  N.  W. 
Neue  Wilhelmstrasse  15,  Berlin. 

1876  Edwards,  H.  Milne,  M.D.,  Member  of  the  Institute  of 
France,  and  of  the  Academy  of  Medicine ;  Dean  of  the 
Faculty  of  Sciences  and  Professor  at  the  Museum  of 
Natural  History  of  Paris;  57,  Rue  Cuvier,  Paris. 

1878  Gueneau  de  Mussy,  Noel,  M.D.,  Member  of  the  Academy 
of  Medicine  ;  Physician  to  the  Hotel  Dieu ;  4,  Rue 
St.  Arnaud,  Paris. 


1866    Hannover,  Adolph,  M.D.,  Professor  at  Copenhagen. 
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1873  Helmholtz,  Hermann  Ludwig  Ferdinand,  Professor  of 
Physics  and  Physiological  Optics  ;  Berlin. 

1859    Henle,  J.,  M.D.,  Professor  of  Anatomy  at  Gottingen. 

1873  Hofmann,  A.  W.,  LL.D.,  Ph.D.,  Professor  of  Chemistry, 
Berlin. 

1868  Kolliker,  Albert,  Professor  of  Anatomy  in  the  University 
of  Wurzburg. 

1856  Langenbeck,  Bernhard,  M.D.,  late  Professor  of  Surgery 
in  the  University  of  Berlin. 

1868  Larrey,  Hippolyte  Baron,  Member  of  the  Institute  of 
France  ;  Inspector  of  the  "  Service  de  Sante  Militaire," 
and  Member  of  the  "  Conseil  de  Sante  des  Armees ;" 
Commander  of  the  Legion  of  Honour,  &c.  ;  Rue  de 
Lille,  91,  Paris. 

1883  Pasteur,  Louis,  LL.D.,  Member  of  the  Institute  of  France 
(Academy  of  Sciences). 

1878  Scanzoni,  Friedreich  Wilhelm  von,  Royal  Bavarian  Privy 
Councillor,  and  Professor  of  Medicine  in  the  University 
of  Wurzburg. 

1856  Virchow,  Rudolph,  M.D.,  LL.D.,  Professor  of  Pathological 
Anatomy  in  the  University  of  Berlin ;  Corresponding 
Member  of  the  Academy  of  Sciences  of  the  Institute 
of  France :  Berlin. 


LIST  OF  RESIDENT  FELLOWS 

ARRANGED  ACCORDING  TO 

DATE    OF  ELECTION. 


1819  Jas.  M.  Arnott,  F.R.S. 
1833  Sir  George  Burrows,  Bt.,  M.D., 
F.R.S. 
Thomas  A.  Barker,  M.D. 

1835  Richard  Quain,  F.R.S. 
Thomas  A.  Nelson,  M.D. 

1836  Alexander  Shaw. 
J.  George  French. 

1837  Thomas  Blizard  Curling,  F.R.S. 
George  Busk,  F.R.S. 

1838  Charles  Hawkins. 
Henry  Spencer  Smith. 

1839  T.  Graham  Balfour,  M.D.,  F.R.S. 
Fred.  Le  Gros  Clark,  F.R.S. 
James  Dixon. 

1840  Chas.  J.  B.  Williams,  M.D.,  F.R.S. 
Charles  Hutton,  M.D. 

Samuel  A.  Lane. 

Sir  James  Paget,  Bt.,  F.R.S. 

1841  Sir  Henry  A.  Pitman,  M.D. 
William  Bowman,  F.R.S. 
John  Parkin,  M.D. 

Paul  Jackson. 

1842  Charles  West,  M.D. 
Frederic  Weber,  M.D. 
John  Simon,  C.B,  F.R.S. 
John  Erichsen,  F.R.S. 
Sir  Oscar  M.  P.  Clayton. 

1843  Robert  Greenhalgh,  M.D. 

Sir  Prescott  G.  Hewett,  Bt.,  F.R.S. 

Henry  Lee. 

Wm.  White  Cooper. 

Luther  Holden. 

Edward  Newton. 

1844  Arthur  Farre,  M.D.,  F.R.S. 


1844  William  Wegg,  M.D. 
Thomas  King  Chambers,  M.D. 
Edwin  Humby. 

1845  Samuel  Cartwright. 
George  D.  Pollock. 
Thomas  Taylor. 

Sir  Edwin  Saunders. 
William  Oliver  Chalk. 
Edward  U.  Berry, 
Benjamin  Ridge,  M.D. 

1846  John  A.  Bostock. 
Barnard  Wight  Holt. 
Carsten  Holthouse. 

1847  W.  H.  0.  Sankey,  M.D. 
George  Johnson,  M.D.,  F.R.S. 

1848  Edward  H  Sieveking,  M.D. 
Edward  Ballard,  M.D. 
William  Wood,  M.D. 
Thomas  Hawksley,  M.D. 
Edward  John  Tilt,  M.D. 
John  Clarke,  M.D. 

John  Gay. 

John  Gregory  Forbes. 

1849  Hugh  J.  Sanderson,  M.D. 
C.  H.  F.  Routh,  M.D. 
Edmund  L.  Birkett,  M.D. 
George  T.  Fincham,  M.D. 

Sir  William  W.  Gull,  Bt.,  M.D., 
F.R.S. 

1850  Richard  Quain,  M.D.,  F.R.S 
George  Roper,  M.D. 

1851  Sir  Wm  Jenner,  Bt.,  M.D.,  F.R.S. 
H.  Haynes  Walton. 

John  Birkett. 
John  A.  Kingdon. 
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1851  Peter  Y.  Gowlland. 
John  Marshall,  F.R.S. 
John  Wood,  F.R.S. 
Bernard  E.  Brodhurst. 
Robert  J.  Spitta,  M.D. 
George  Gaskoin. 

1852  C.  Bland  Radcliffe,  M.D. 
Walter  H.  Walshe,  M.D. 
William  Adams. 

John  Cooper  Forster. 
Sir  Henry  Thompson. 

1853  Robert  Brudenell  Carter. 

1854  Alfred  Baring  Garrod,  M.D,  F.R.S. 
Samuel  O.  Habershon,  M.D. 

Sir  Thomas  Spencer  Wells,  Bt. 

1855  W.  M.  Graily  Hewitt,  M.D. 

J.  Burdon  Sanderson,  M.D.,  F.R.S. 
J.  Russell  Reynolds,  M.D.,  F.R.S. 
Walter  John  Bryant,  M.D. 

1856  Charles  J.  Hare,  M.D. 
William  Bird. 

Jonathan  Hutchinson,  F.R.S. 
Timothy  Holmes. 
Alonzo  H.  Stocker,  M.D. 

1857  William  Overend  Priestley,  M.D. 
George  Harley,  M.D.,  F.R.S. 
Henry  Thompson,  M,D. 
Hermann  Weber,  M.D. 

George  Owen  Rees,  M.D.,  F.R.S. 
John  Whitaker  Hulke,  F.R.S. 
John  Morgan. 
Henry  Cooper  Rose,  M.D. 
Henry  Walter  Kiallmark. 

1858  Fred.  George  Reed,  M.D. 
William  Chapman  Begley,  M.D. 
John  William  Ogle,  M.D. 
Wilson  Fox,  M.D.,  F.R.S. 
John  Fremlyn  Streatfeild. 
Francis  Harris,  M.D. 

1859  WTm.  Howship  Dickinson,  M.D. 
William  Scovell  Savory,  F.R.S. 
Edwin  Thomas  Truman. 
Francis  Hird. 

Richard  Barwell. 
Edward  Tegart. 
Septimus  William  Sibley. 
William  E.  Stewart. 

1860  Sir  Andrew  Clark,  Bt.,  M.D. 
John  Maclean,  M.D. 
Sigismund  Sutro,  M.D. 
William  Ogle,  M.D. 
Thomas  Bryant. 

John  Couper. 

Henry  Howard  Hayward. 


OF   RESIDENT  FELLOWS. 

I  1861  Robert  Barnes,  M.D. 

William  Spencer  Watson. 
William  Henry  Holman. 

1862  James  Andrew,  M.D. 

Lionel  Smith  Beale,  M.B.,  F.R.S. 
Thomas  H.  Tuke,  M.D. 
Edmund  Symes  Thompson,  M.D. 
Reginald  Edward  Thompson,  M.D. 
William  Henry  Brace,  M.D. 
George  Cowell. 
M.  Berkeley  Hill. 

1863  Octavius  Sturges,  M.D. 

John  Langdon  H.  Down,  M.D. 
Samuel  Wilks,  M.D.,  F.R.S. 
Samuel  Fenwick,  M.D. 
Julius  Althaus,  M.D. 
Sydney  Ringer,  M.D. 
Thomas  Smith. 
Arthur  B.  R.  Myers. 
Arthur  E.  Durham. 
William  Sedgwick. 

1864  George  Buchanan,  M.D.,  F.R.S. 
Charles  Derby  Waite,  M.B. 
John  Harley,  M.D. 

Walter  John  Coulson. 
Thomas  William  Nunn. 
Francis  Mason. 
Jos.  Gillman  Barratt,  M.D. 
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ADVERTISEMENT. 


The  Council  of  the  Royal  Medical  and  Chirurgical  Society 
deems  it  proper  to  state  that  the  Society  does  not  hold 
itself  in  any  way  responsible  for  the  statements,  reasonings, 
or  opinions  set  forth  in  the  various  papers  which,  on  grounds 
of  general  merit,  are  thought  worthy  of  being  published  in 
its  '  Transactions/ 
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That  a  Copy  of  the  e  Proceedings  '  will  be  sent,  postage  free,  to  every 
Fellow  of  the  Society  resident  in  the  United  Kingdom. 

That  the  'Proceedings  of  the  Society'  may  be  obtained  by  non- 
members  at  the  Society's  House,  53,  Berners  Street,  on  pre- 
payment of  an  annual  subscription  of  five  shillings,  which  may 
be  transmitted  either  by  post-office  order  or  in  postage-stamps ; 
— this  will  include  the  expense  of  conveyance  by  post  to  any 
part  of  the  United  Kingdom ;  to  other  places  they  will  be  sent, 
carriage  free,  through  a  bookseller,  or  by  post,  the  receiver 
paying  the  foreign  charges. 

That  a  notice  of  every  paper  will  appear  in  the  1  Proceedings.'  Authors 
will  be  at  liberty,  on  sending  their  communications,  to  intimate 
to  the  Secretary  whether  they  wish  them  to  appear  in  the  '  Pro- 
ceedings '  only,  or  in  the  '  Proceedings '  and  '  Transactions ;'  and 
in  all  cases  they  will  be  expected  to  furnish  an  Abstract  of  the 
communication. 

The  Abstracts  of  the  papers  read  will  be  furnished  to  the  Journals 
as  heretofore. 


ADDB.ES  s 

OF 

JOHN  MABSHALL,  P.E.8. 

PBESIDENT, 
AT  THE 

ANNUAL  MEETING,  MARCH  1st,  1884. 


Gentlemen, — Fellows  of  the  Eoyal  Medical  and 
Chirurgical  Society, — Referring  you  to  the  Annual 
Report  of  the  Council  for  information  concerning  the 
general  and  financial  condition  of  the  Society,  I  once 
more,  and  now  for  the  last  time,  address  myself  to  the 
unwelcome  duty  of  alluding  to  the  gaps  which  have  been 
made  by  death  in  the  ranks  of  the  Society,  during  the 
official  year  which  has  just  closed  in  upon  us. 

Amongst  our  non-resident  Fellows,  seven  have  died, 
viz.  :  Drs.  Hudson,  Evans,  lies,  Marion  Sims,  Macnaught, 
Gully,  and  Harding.  Eight  resident  Fellows  have  dis- 
appeared from  our  list,  viz.  :  Drs.  Meredyth,  Hilton 
Fagge,  Robert  Druitt,  Patrick  Stewart,  and  Jones ;  and 
Messrs.  Harper,  Phillips,  and  Montefiore.  We  have  lost 
but  one  Honorary  Fellow,  Dr.  Win.  Farr. 

In  speaking  of  the  professional  careers  of  these  recently 
deceased  non-resident  and  resident  colleagues,  I  will 
follow,  as  on  the  like  occasion  last  year,  an  order  corre- 
sponding with  the  length  of  time  during  which  they  have 
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been  numbered  amongst  us ;  and  I,  again,  acknowledge 
my  great  indebtedness  to  various  periodicals  for  the  facts 
which  I  am  able  to  set  forth  in  the  following  brief 
narratives. 

Robert  Samuel  Hudson,  the  first  of  the  non-resident 
Fellows  to  be  mentioned,  practised  at  Kedruth  in  Corn- 
wall. He  had  been  a  Fellow  for  only  six  years.  He  was 
medically  educated,  partly  in  Belfast  and  partly  in 
Dublin.  He  became  a  Licentiate  of  the  Royal  College  of 
Surgeons  of  Ireland,  and  a  Doctor  of  Medicine  of  the 
Queen's  University  in  18G8.  In  1880,  he  was  made  a 
Fellow  of  the  Irish  College,  by  examination.  His 
activity  as  a  member  of  our  profession  was  shown  by  his 
occasional  contributions  to  the  Medical  journals,  by  his 
having  been  chosen  President  of  the  South  Western 
Branch  of  the  British  Medical  Association,  and  by  his 
having  established  a  local  branch  of  the  St.  John's 
Ambulance  Society.  He  also  assisted  in  instituting 
Popular  Science  Lectures  in  Kedruth.  His  death  took 
place  last  autumn  in  Ireland,  at  the  comparatively  early 
age  of  forty  years. 

George  Henry  Evans,  M.A.  and  M.D.  of  Cambridge 
(1871),  entered  our  profession  late  in  life.  He  was  a 
Fellow  of  this  Society  for  nine  years.  He  had  been 
trained  partly  at  Addenbroke's,  but  chiefly  and  lastly  at 
St.  Thomas's  Hospital.  His  thesis  on  "  Paracentesis 
thoracis,"  full  of  elaborate  statistics,  is  published  in 
the  '  Reports '  of  that  Institution  (Y.  ii,  New  Series). 
Having  become  an  M.R.C.P.  in  1871,  Dr.  Evans  was 
appointed  Assistant  Physician  to  Middlesex  Hospital 
(1874).  He  had  special  charge  of  the  Skin  Department 
for  some  time,  and  a  Paper  by  him,  on  "  A  case  of 
an  eruption  supposed  to  be  the  '  acne  cachecticorum  ' 
of  Hebra,"  was  published  in  our  '  Proceedings '  (Y. 
viii).  He  was  also  Lecturer  on  Public  Health.  A  man 
of  high  culture  and  varied  attainments,  an  able  Physician, 
and  a  genial  colleague,  he  was  compelled  to  retire  as  far 
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back  as  1878.  He  died  of  general  paralysis  last 
September,  at  the  age  of  forty- eight  years. 

Francis  Henry  Wilson  lies,  of  Watford,  Herts,  died  in 
that  town,  also  in  September,  at  the  age  of  forty-nine 
years,  from  the  effects  of  blood-poisoning,  contracted  about 
a  month  previously  during  the  performance  of  the  opera- 
tion of  tracheotomy.  He  had  belonged  to  our  Society  for 
seventeen  years.  A  native  of  Lincolnshire,  he  studied  at 
St.  George's  Hospital  and  Medical  School,  and  also  in 
Dublin  and  Paris.  In  1855,  having  taken  the  Licentiate- 
ship  of  the  Society  of  Apothecaries  and  the  Membership 
of  the  Eoyal  College  of  Surgeons,  he  was  appointed 
Eesident  Medical  Officer  to  the  Western  General  Dispen- 
sary, to  which  Institution  he  acted  as  Surgeon  during  the 
cholera  epidemic  of  that  period.  In  1859,  he  became  a 
partner  in  the  practice  of  Dr.  Pidcock,  at  Watford.  In 
1862,  he  acquired  the  degree  of  M.D.  at  Aberdeen.  For 
more  than  twenty  years,  he  was  a  successful  and  much 
esteemed  practitioner  and  an  active  townsman,  supporting 
in  a  spirited  manner  all  kinds  of  local  improvements.  He 
was  Surgeon  to  the  West  Hertford  Infirmary,  and 
Honorary  Assistant  Surgeon  to  the  2nd  Hertfordshire 
Volunteers. 

James  Marion  Sims,  the  well-known  American  Gynae- 
cologist, was  a  non-resident  Fellow  of  this  Society  for 
eighteen  years.  He  was  born  in  1813,  in  South  Carolina, 
and  died  in  New  York,  on  the  18th  November  last  year, 
in  the  seventy-first  year  of  his  age. 

Having  graduated  at  the  South  Carolina  College,  he 
proceeded  to  study  medicine  at  first  in  Charleston,  but  sub- 
sequently at  the  J efferson  Medical  College  in  Philadelphia, 
from  which  institution  he  proceeded  M.D.  in  1835.  In 
the  following  year,  at  the  age  of  twenty-two,  he  com- 
menced practice  in  Montgomery,  Alabama,  where  he 
speedily  acquired  a  considerable  reputation  as  a  general 
Surgeon ;  but  he  quickly  availed  himself  of  certain  special 
conditions  met  with  in  that  locality.  The  very  frequent 
occurrence  of  vesico -vaginal  fistula  in  the  young  and  pro- 
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bably  imperfectly  assisted  negresses  on  the  neighbouring 
plantations,  turned  his  attention  to  that  injury,  and  in- 
duced him  to  make  persevering  attempts  to  cure  it  by 
operation.  After  having  repeatedly  failed,  as  he  con- 
cluded, through  the  use  of  silk  sutures,  he  tried  silver  wire, 
and  then  met  with  great  success.  By  further  improve- 
ments in  many  details, — as  in  the  form  of  the  speculum 
employed,  and  in  the  modes  of  paring  the  edges  of  the 
wound,  of  introducing  and  securing  the  silver  wires,  of 
supporting  the  sides  of  the  wound,  and  of  ensuring  the 
constant  evacuation  of  the  urinary  bladder, — he  at  last 
obtained  the  most  brilliant  results.  Other  Surgeons  had, 
no  doubt,  preceded  him  in  the  performance  of  this  opera- 
tion, and  some  of  his  coadjutors,  more  especially  Dr. 
Bozeman,  shared  the  merit  of  introducing  certain  im- 
portant improvements  in  it;  but  from  his  great  ingenuity, 
his  unremitting  perseverance,  and  his  manual  dexterity, 
his  personal  achievements  were  pre-eminent,  and  his  name 
has  been  and  will  continue  to  be  especially  remembered 
in  connection  with  this  great  triumph  of  the  Surgical  art. 

Having  moved,  in  1853,  from  Montgomery  to  New 
York,  Dr.  Sims  practised  for  about  a  dozen  years  in  the 
last-named  city,  during  which  period,  however,  he  visited 
Europe ;  and  he  so  frequently  expounded  and  demon- 
strated his  mode  of  operating,  at  different  hospitals  in 
Dublin,  London,  Brussels,  and  Paris,  and  was  so  frequently 
consulted  by  private  patients,  that  he  became  recognised 
as  almost  a  European  practitioner. 

It  was  not  alone  by  this  one  operation  that  Dr.  Sims 
gained  his  widely-spread  reputation,  or  conferred  the 
greatest  benefit  on  womankind.  It  was  through  his  in- 
strumentality that  the  New  York  State  Women's  Hospital 
was  founded.  He  was  its  first  Physician,  and  he  contri- 
buted largely  to  the  acknowledged  efficiency  of  that 
important  Institution,  which  has,  indeed,  formed  a  centre 
from  which  so  much  and  such  beneficial  scientific  and 
practical  knowledge  has  been  diffused  through  the  whole 
of  the  United  States.    From  his  labours  in  this  field,  Dr. 
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Sims  has  been  credited  with  having  led  the  way  to  the 
establishment  of  a  special  department  of  practice,  viz. 
Gynaecology,  as  distinguished  from  Obstetrics  proper,  or 
pure  Midwifery. 

During  and  after  the  great  civil  strife  in  America,  Dr. 
Sims'  Southern  feelings  may  have  been  somewhat  tried. 
Some  tension  also  occurred  in  his  relations  with  his 
hospital  colleagues.  No  doubt,  temptations  likewise  arose 
to  extend  his  fame  and  his  practice  in  Europe.  He  left 
New  York  for  London  in  1865,  and  remained  amongst  us 
until  1868,  occasionally  visiting  the  Continent.  During 
the  rest  of  his  active  life,  he  may  be  said  to  have  migrated 
between  New  York,  London,  Brussels,  Paris,  Nice,  and 
Eome.  It  is  a  singular  episode  in  his  career  that  in  1870, 
at  the  age  of  fifty-seven,  he  left  Paris  as  Chief  Surgeon 
to  the  Anglo-American  Ambulance  Corps,  which  did  such 
good  service  at  Sedan,  in  helping  to  heal  some  of  the 
physical  injuries  inflicted  in  the  Franco-German  war.  I 
am  here  reminded  that  others  of  our  Fellows — I  will 
venture  to  particularise  Sir  Wm.  MacCormac  and  Mr. 
Marcus  Beck — also  lent  their  Surgical  aid  in  that  great 
struggle. 

It  was  in  1881,  during  one  of  his  temporary  halts  in 
London,  that  Dr.  Sims  had  a  very  dangerous  attack  of 
pneumonia,  through  which  he  was  diligently  and  safely 
guided  by  another  of  our  Fellows,  Dr.  William  Ord.  So 
recently  as  last  August,  he  was  again  in  London,  in 
seemingly  good  health.  In  November,  he  was  about  to 
leave  New  York  to  pass  the  winter  in  Italy,  but  was 
induced  to  remain  a  week  or  so  longer  than  he  intended, 
in  order  to  undertake  an  operation.  Having  complained 
one  evening  of  pain  in  the  region  of  the  heart,  he  died 
from  an  attack  of  angina  in  the  course  of  the  ensuing  night. 

It  is  worthy  of  note  that  Dr.  Sims  never  held  any  post 
as  a  Lecturer  or  Professor,  and  certainly  his  pen  was  not 
so  prolific  as  might  have  been  expected.  In  early  life, 
he  published  a  paper  on  "  Trismus  Nascentium ; "  after 
that,  a  defence  of  the  "  Silver  Wire  Sutures  ;  "  then  essays 
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on  "  Ovariotomy,"  on  "  Intra-Uterine  Fibrous  Tumours," 
and  on  the  "  Use  of  the  Microscope  in  the  Study  of  Uterine 
Diseases;"  comparatively  recently,  an  account  of  "  A  Case 
of  Cholecystotomy "  (an  operation  which  he  himself  was 
amongst  the  first  to  perform) ;  and  lastly,  a  contribution  on 
the  "  Treatment  of  Gunshot  Wounds  of  the  Abdomen." 
His  most  original  work,  entitled  c  Clinical  Notes  on  Uterine 
Surgery/  requires  special  remark.  It  abounds  in  valuable 
matter  and  suggestions ;  but  the  proposal  which  it  con- 
tains, to  treat  sterility  in  women  by  artificial  impregnation, 
gave  a  shock  to  social,  legal,  and  medical  susceptibilities, 
as  involving  questions  of  social  propriety,  of  possible 
fraud,  and  of  professional  self-respect.  His  long-esta- 
blished general  and  special  reputation  survived  this  doubtful 
recommendation. 

Dr.  Sims  was  honoured  by  decorations  from  many 
European  Governments ;  he  received  titles  from  numerous 
American  and  European  Scientific  and  Medical  societies  ; 
and  in  1876,  he  was  elected  President  of  the  American 
Medical  Association.  His  personal  appearance  and  genial 
manners  impressed  most  people  favorably  towards  him. 
He  was  of  a  warm  temper,  but  not  of  an  irreconcilable 
disposition.  His  place  in  our  profession  is  unique,  for  no 
man  hitherto  has  commanded  so  wide  a  reputation,  extend- 
ing beyond  both  shores  of  the  great  Ocean,  which  he  so 
frequently  crossed  and  recrossed  in  search  of  experience, 
and  of  increased  opportunities  of  doing  good,  as  well  as  of 
gaining  recompense  and  fame. 

John  Macnaughtj  a  Physician  who  had  practised  for 
twenty-five  years  in  Jamaica,  and  subsequently  for  twenty 
years  in  Liverpool,  died  at  the  house  of  his  son  in 
Kensington,  towards  the  end  of  last  year,  at  the  patri- 
archal age  of  ninety  years.  He  had  been  for  forty-one 
years  a  non-resident  Fellow  of  this  Society. 

Born  in  1793,  he  became  a  Licentiate  of  the  Royal 
College  of  Surgeons  of  Edinburgh,  and  M.D.  of  Aberdeen 
in  1815  ;  and  in  1838,  F.R.C.P.Ed. 

Having  gained  an  excellent  reputation  in  Jamaica,  he 
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returned  to  England,  resumed  a  course  of  Medical  study 
in  London,  and  then  established  himself  in  Liverpool, 
where  he  was  known  as  an  able,  zealous,  and  kind  prac- 
titioner. He  was  Honorary  Physician  to  the  Liverpool 
School  for  the  Indigent  Blind,  in  which  Institution  he 
took  a  keen  interest,  and  for  his  services  to  which  he  was 
presented  with  a  piece  of  plate.  As  evidence  of  the 
esteem  in  which  he  was  held  by  his  professional  brethren, 
it  may  be  mentioned  that  in  1865,  he  was  chosen  Vice- 
President,  and  afterwards  President  of  the  Liverpool 
Medical  Institution.  The  disabilities  incident  to  age,  and 
especially  the  occurrence  of  cataract,  at  length  compelled 
him  to  retire ;  but  he  continued  to  be  a  striking  example 
of  prolonged  vigour,  and  of  the  retention  of  an  active  and 
cheerful  mind,  to  the  latest  days  of  his  existence. 

James  Manby  Gully,  the  well-known  Malvern  Hydro- 
pathist,  was  a  Fellow  of  this  Society  for  as  many  as  forty- 
six  years.  He  died  nearly  a  year  since  at  the  age  of 
seventy-six. 

Dr.  Gully  took  his  degree  of  M.D.  in  Edinburgh  in 
1829.  Giving  early  proof  of  culture,  he  published,  In 
1834,  a  translation  of  Tiedemann's  '  Physiologie  des 
Menschen/  and  in  the  two  following  years,  a  version  of 
Broussais'  '  Pathologie  Generate/  which  appeared  in  the 
form  of  Lectures  in  the  '  London  Medical  and  Surgical 
Journal/  Vols,  vii  and  viii,  1835-36.  Soon  after,  there 
appeared  in  the  '  Liverpool  Medical  Gazette/  his  "  Eemarks 
on  the  Rationale  of  Morbid  Symptoms  and,  subsequently 
to  this,  he  published  two  essays  on  the  <c  Symptoms  and 
Treatment  of  Neuropathy"  (1837),  and  on  the  "Simple 
Treatment  of  Diseases  by  Expectants  and  Revulsives  " 
(1842).  The  tendency  therein  displayed  to  some  form  of 
Monotherapeutics  culminated  in  his  treatise  on  '  The  Water 
Cure  in  Chronic  Disease/  and  in  his  still  more  popular 
works,  1  A  Guide  to  Domestic  Hydrotherapeia '  and  '  The 
Water  Cure  in  Acute  Diseases/  His  success  in  this 
particular  line  of  practice  at  Malvern,  was  both  rapid  and 
great ;    but  since  his   retirement,   and   now   after  his 
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decease,  lie  may  be  said  to  have  left  but  little  mark  on 
the  pages  of  the  genuine  Medical  record. 

John  Fosse  Harding,  who  was  elected  into  this  Society 
forty-seven  years  since,  appears,  for  a  time,  to  have  been 
a  resident  Fellow,  for  he  was  a  member  of  the  Council  in 
1858-9.  But,  latterly,  he  has  lived  in  the  country,  for 
a  time  at  Uckfield,  in  Sussex,  and  finally  at  Hornsey. 
He  was  educated  at  St.  Bartholomew's,  passed  at  the  Hall 
and  College  in  1835,  and  became  a  Fellow  of  the  Royal 
College  of  Surgeons  in  1852. 

Adolphus  William  Leodore  Colomiati  Meredyth,  the  first 
of  the  resident  Fellows  whose  professional  career  I  have 
to  chronicle,  belonged  to  the  Society  for  sixteen  years. 

Having  been  educated  in  Paris,  and  having  served  as 
an  Externe  at  the  Hopital  du  Midi,  and  at  the  Hopital 
St.  Louis,  he  was  led  to  volunteer  for  service  with  the 
French  army  in  the  East,  during  the  Crimean  war.  He 
was  Assistant  Surgeon  to  the  Barrack  Hospital  at  Scutari, 
to  the  Pera  Hospital  at  Constantinople,  and  to  the  Osmanli 
Horse  Artillery.  He,  moreover,  aided  in  founding  the 
Imperial  Medical  Society  at  Constantinople. 

On  returning  to  France  he  took  the  degree  of  M.D. 
in  Paris,  in  1856  ;  and  in  the  following  year,  he  became  a 
Member  of  the  Royal  College  of  Surgeons  of  England. 
Being  thenceforth  established  in  London,  he  joined  not 
only  this  Society  but  the  Medical  Society  of  London,  the 
Harveian  Society,  and  the  British  Medical  Association. 
He  was  one  of  the  Physicians  to  the  French  Hospital  in 
Lisle  Street,  and  Medical  Officer  to  the  French  Benevolent 
Society. 

His  written  works,  three  in  number,  were  on  ( The 
Duality  of  Venereal  Ulcers  3  (1866),  on  '  The  Rational 
Employment  of  Mercury  in  the  Treatment  of  Syphilis  ' 
(1866),  and  on  'Hygiene  in  Relation  to  Syphilis '  (1867). 

At  the  festival  held  this  day  last  week  in  aid  of  the 
French  Hospital,  Mr.  Crawford,  the  Secretary,  spoke  of 
Dr.  Meredyth  as  one  "  revered  alike  for  his  kindness  to 
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his  patients,  and  his  genial  disposition  towards  his 
colleagues  ;'J  while  Dr.  Vintras,  one  of  those  colleagues, 
speaks  of  their  sorrow  at  his  loss,  his  devotion  to  the 
Hospital,  and  the  deep  regrets  of  his  patients. 

Philip  H  Harper,  L.S.A.  (1854),  M.R.C.S.  (1845),  and 
F.R.C.S.  by  examination  (1858),  was  a  Fellow  of  the 
Society  for  seventeen  years.  He  was,  for  a  time,  Surgeon 
to  the  London  Surgical  Home  for  Diseases  of  Women. 
He  published  a  paper  "  On  the  more  frequent  Use  of  the 
Forceps"  ('  Obstet.  Transac./  V.  i),  and  another  in  the 
'  Brit.  Med.  Journal 9  (1860),  on  "  Successful  Ovariotomy." 
He  was  a  devotee  of  entomological  science. 

Charles  Hilton  Fagge  was  one  of  those  men  who  attract 
unusual  notice  during. their  lifetime,  and  whose  premature 
death  excites  the  deepest  regret.  His  early  career  wras  so 
brilliant,  and  his  realised  position  so  conspicuous,  that 
nothing  but  frail  health  and  a  fatal  malady  interposed 
between  him  and  the  highest  professional  success.  He 
was  a  Fellow  of  the  Society  for  nineteen  years,  during 
which  period  he  rendered  it  both  varied  and  important 
services.  He  was  a  Member  of  the  Library  Committee 
and  also  a  Referee  from  1874  to  1879;  a  Member  of  a 
Scientific  Committee  in  the  last-named  year ;  on  the 
Council  in  1880-81  ;  and,  last  March,  was  elected  Hon- 
orary Librarian,  an  office  which  he  was  obliged  to  decline 
owing  to  ill-health.  Considering  that  Dr.  Fagge  also 
contributed  seven  papers  to  our  '  Transactions/  some 
special  tribute  is  certainly  due  to  his  memory  on  this 
occasion. 

Dr.  Fagge  was  born  in  1838,  at  Hythe,  where  his 
family  had  practised  for  two  generations.  His  father, 
Mr.  Charles  Fagge,  still  lives  at  Hythe ;  one  brother 
practises  at  Lutterworth,  and  another  resides  alternately 
at  Pau  and  Arcachon.  His  mother  was  a  sister  of  the  late 
Mr.  John  Hilton,  the  well-known  Surgeon  at  Guy's 
Hospital. 

As  a  student  at  the  Great  Boro'  School,  under  the 
auspices  of  his  Uncle,  he  showed  remarkable  ability  and 
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power  of  application.  On  matriculating  at  the  University 
of  London,  lie  gained,  in  Honours,  the  first  place  in  Botany, 
and  the  second  in  Chemistry.  At  the  first  M.B.  exami- 
nation, he  secured  three  Exhibitions,  viz.  in  Anatomy, 
Physiology,  and  Chemistry,  and  the  Gold  Medal  in  Botany. 
At  the  second  M.B.  examination,  he  obtained  the  Scholar- 
ship in  Comparative  Anatomy  and  Physiology,  an  Exhibi- 
tion and  Gold  Medal  in  Medicine,  a  Gold  Medal  in  Surgery, 
and  a  second  place  in  Midwifery.  Such  a  wealth  of 
honours  had  never  before,  and,  I  believe,  has  never  since, 
fallen  to  any  one  graduate  of  that  University.  Having 
been  chosen  a  Member  of  the  Committee  of  Convocation, 
he  took  an  active  part  in  its  proceedings ;  and,  at  the 
time  of  his  death,  he  was  engaged  in  the  responsible  work 
of  one  of  his  University's  Examiners  in  Medicine. 

Although  a  Member  of  the  Eoyal  College  of  Surgeons, 
Medicine  was  Dr.  Fagge's  forte,  and  distinction  in  it  his 
ambition.  In  .1864,  he  became  a  Member,  and  in  1870, 
a  Fellow  of  the  Eoyal  College  of  Physicians.  At  Guy's 
Hospital  and  Medical  School,  he  passed  through  many 
important  junior  offices,  such  as  that  of  Demonstrator  of 
Anatomy,  Medical  Registrar,  Lecturer  on  Hygiene  and  also 
on  Pathology,  and  Demonstrator  of  Cutaneous  Diseases. 
He  was  elected  Assistant  Physician  to  the  Hospital  in 
1867,  and  after  thirteen  years  of  active  Clinical  work,  he 
was  made  full  Physician  in  1880,  in  succession  to  Dr. 
Habershon.  He  had  already  held  the  offices  of  Physician 
to  the  Royal  Infirmary  for  Women  and  Children,  and  to 
the  Evelina  Hospital  for  Children. 

It  is  impossible  to  mention  here  all  Dr  Fagge's  most 
numerous  and,  it  may  be  added,  sound  contributions  to 
Medical  literature  and  knowledge.  To  the  seven  papers 
which  he  contributed  to  our  f  Transactions/  between  1852 
and  1864,  must  be  added  at  least  twenty  others  written 
between  1864  and  1881,  most  of  them  for  f  Guy's  Hospital 
Reports.'  The  most  noticeable  of  these  were,  one  on 
"  Poisons,"  showing  the  importance  of  using  Physiological 
tests  for  their  detection,  and  written  many  years  before 
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the  actual  employment  of  this  method  in  Medico-legal 
inquiries.  Other  papers  relate  to  Abdominal  diseases  and 
their  treatment ;  to  Aneurism,  disease  of  the  Heart,  and 
certain  rare  forms  of  Cutaneous  disease.  He  translated  a 
work  of  Hebra's  on  Skin  diseases.  He  also  published  a 
catalogue  of  the  Gay's  Museum-models  of  those  diseases, 
and  was  the  author  of  the  article  on  "Valvular  Disease  of 
the  Heart/'  in  f  Reynolds'  Cyclopaedia  of  Medicine.'  He 
had  accumulated  a  rich  collection  of  pathological  aud 
clinical  notes,  and  had  been  long  engaged  in  the  prepara- 
tion of  a  System  of  Medicine,  which  it  is  understood  some 
friendly  hand  will  one  day  edit  for  publication. 

In  all  this,  we  have  signs  of  indefatigable  mental 
energy,  proof  of  great  preparedness  for  teaching,  security 
for  winning  confidence  as  a  consultant,  and  a  promise  of 
the  most  substantial  success. 

The  formation  of  a  thoracic  aneurism,  accompanied  by 
aortic  valvular  disease,  and  their  inevitable  consequences, 
destroyed  these  bright  prospects.  It  is  said  of  him, 
however,  in  one  journal,  "  Few  of  those  he  leaves  behind 
him  can  be  expected  to  attain  the  high  position  to  which 
he  seemed  so  surely  and  rapidly  mounting.  It  is  not 
only  the  brilliant  physician  whose  loss  to  medicine  we 
have  to  deplore,  but,  in  the  case  of  those  who  knew  him, 
it  is  the  loss  of  a  true,  warm  -hearted,  and  eminently 
lovable  man."1  In  another  journal  we  read — "  If  an 
unblemished  character,  g'ood  social  standing,  proneness  to 
hospitality,  troops  of  friends,  a  brilliant  university  career, 
high  professional  attainments,  and  an  ardent  love  for  the 
investigation  of  scientific  problems,  could  combine  to 
render  a  man  useful  to  his  fellow  creatures,  and  to  conduct 
himself  to  wealth  and  fame,  they  seem  to  have  been  so 
united  in  the  case  of  Charles  Hilton  Fagge."2 

There  has  just  been  announced  an  intention,  on  the 
part  of  his  numerous  friends,  to  perpetuate  his  exceptional 
fame  by  some  appropriate  memorial.  He  died  on  the 
18th  of  November  last. 

1  <  Lancet,'  Dec.  1,  1883.  2  *  Brit.  Med.  Journ.,'  Nov.  24,  1883. 
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Robert  DruiWs  vigorous  personality  and  completely 
accomplished  mission  suggest  a  more  robust  portraiture 
and  a  less  sad  history  than  those  on  which  I  have  just 
had  to  dwell.  He  was  born  at  Wimborne,  in  Dorsetshire, 
where  his  father  and  his  father's  family  had  practised  for 
upwards  of  a  hundred  years.  On  his  mother's  side  he 
was  related  to  the  typical  Medical  family  of  the  Mayos. 
He  died  on  the  15th  of  last  May,  in  the  sixty-ninth  year 
of  his  age.  He  had  enjoyed  the  Fellowship  of  this  Society 
for  thirty  years,  and  he  contributed  to  its  '  Transactions  ' 
one  paper  on  "  Gastrotomy  33  (Yol.  xxxi),  and  another  on 
"Degeneration  of  the  Placenta"  (Yol.  xxxvi). 

Having  received  a  classical  education  at  the  local 
Grammar  School,  the  benefits  of  which  lasted  him  through 
his  life,  he  worked  his  way  deliberately  up  to  the  position 
of  a  qualified  practitioner  through  the  once  time-honoured 
but  now  out-of -fashion  apprenticeship  system.  Thus,  he 
was  articled  for  four  years  to  Mr.  Charles  Mayo,  of  Win- 
chester, came  thence,  in  1834,  to  King's  College  and 
Middlesex  Hospital,  and  by  18-36  and  1837,  he  duly 
appeared  as  a  Licentiate  of  the  Society  of  Apothecaries 
and  a  Member  of  the  Royal  College  of  Surgeons. 

But  the  bent  of  his  inclination  was  to  literary  work, 
and  his  sturdy  resolution  to  occupy  his  early  leisure  in 
this  direction,  and  yet  to  keep  on  strictly  professional 
lines,  was  shown  by  the  publication,  in  1839,  when  he 
was  about  twenty-five  years  old,  of  the  first  edition  of  his 
ultimately  celebrated  '  Surgeon's  Yade  Mecum.'  Of  this 
work  the  industrious  and  erudite  Author  prepared,  in  the 
following  thirty-nine  years,  ten  subsequent  editions,  the 
last  being  issued  in  1878.  On  each  occasion^  changes, 
extensions,  and  improvements,  were  introduced,  and  fresh 
illustrations  were  inserted ;  and  the  total  number  of 
copies  sold,  amounting,  it  is  said,  to  40,000,  affords  un- 
equivocal testimony  to  Robert  Druitt's  honest  endeavour 
to  render  perfect  his  long-continued  and  genial  task* 
Perhaps  no  manual  ever  manifested  greater  vitality  or 
enjoyed  such  uniform  and  constant  favour.    Intended  at 
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first  for  students,  it  became  at  length  a  practitioner's  book. 
Its  information  was  reliable;  the  views  of  the  various  autho- 
rities which  were  quoted  in  it  were  precisely  set  forth  ; 
and  there  were  scattered,  throughout,  in  the  later  editions, 
many  shrewd  criticisms  and  hints,  expressed  in  clear 
and  vivid  language.  The  illustrations,  though  small  in 
scale,  were  admirably  drawn  and  engraved,  chiefly  by  the 
family  of  the  Bagg's.  Some  of  the  editions  were  re- 
printed, and  some  were  translated,  abroad. 

The  maintenance  of  his  one  pet  book  up  to  the  current 
state  of  Surgical  knowledge  and  practice  by  no  means 
exhausted  Druitt's  literary  force,  or  filled  entirely  the 
intervals  of  his  professional  labours.  For,  during  a  period 
of  ten  vears,  he  was  the  able  and  esteemed  editor  of  the 
'  Medical  Times  and  Gazette.'  He  published  a  little 
volume  on  c  The  use  of  Chloroform  and  other  means  of 
Producing  Insensibility  to  Pain ;'  and  he  was  the  author 
of  the  very  learned  historical  and  critical  article  on  "  In- 
flammation," in  the  last  edition  of  Samuel  Cooper's  '  Dic- 
tionary of  Practical  Surgery.'  Besides  this,  he  wrote 
numerous  official  reports  as  Medical  Officer  of  Health  to 
the  Parish  of  St.  George's,  Hanover  Square;  and  he  found 
time  to  formulate  his  opinions  on  many  sanitary  and 
dietetic  subjects,  such  as  "  Human  Habitations  in  Relation 
to  Health,"  "  Water  Supply,"  and  the  use  of  "  Raw 
Meat,"  &c.  In  a  famous  series  of  letters,  which  first 
appeared  in  the  e  Medical  Times  and  Gazette,'  but  were 
afterwards  published  collectively,  he  developed  his  views 
on  the  use  and  value  of  "  Cheap  Wines."  His  minor 
papers,  addresses  or  letters,  were  very  numerous. 

It  must  be  remembered,  too,  that  from  the  year  1840 
to  1872,  Druitt  was  engaged  in  practice.  He  became  a 
Fellow  of  the  Royal  College  of  Surgeons  in  1845 ;  and, 
as  late  as  1874,  a  Fellow  of  the  Royal  College  of  Physi- 
cians also.  He  was  for  eight  years,  President  of  the 
Association  of  Medical  Officers  of  Health ;  for  a  short 
time,  Yice-President  of  the  Obstetrical  Society  ;  and  also 
an  Examiner  to  the  Society  of  Apothecaries. 
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Obviously  a  man  of  vigorous  physique,  with  a  well  dis- 
ciplined and  methodically  working  intellect,  he  was  never- 
theless at  last  compelled  to  retire  from  practice,  by 
sufferings  of  extreme  severity.  In  the  midst  of  these,  he 
continued  to  work  cheerfully  on  his  (  Yade  Mecum and 
he  received  much  consolation,  in  the  presentation  to  him 
by  some  of  his  friends  (numbering  upwards  of  450),  of  a 
cup  containing  £1215,  which  was  offered  to  him  not  merely 
in  acknowledgment  of  his  useful  labours  as  an  Author, 
Journalist,  and  Sanitary  Reformer,  but  by  way  of  fur- 
nishing him  with  a  tangible  token  of  their  sympathy  and 
regard.  There  can  be  no  doubt  that  his  work  in  the  world 
was  well  and  truly  done. 

Richard  Phillips,  of  Leinster  Square,  had  belonged  to 
this  Society  for  thirty-one  years,  and  served  on  its 
Council  in  1877.  He  was  educated  at  Guy's  Hospital, 
and  became  L.S.A.  and  M.R.C.S.  in  1836,  and  F.R.C.S. 
in  1855.  In  1857,  he  published  a  successful  case  of 
"  Infantile  Hydrocephalus,  treated  by  Elastic  Pressure/' 
He  was  engaged  throughout  his  professional  career  in 
general  practice,  at  first  in  the  north  of  London,  but 
latterly  in  Bayswater.  He  enjoyed,  in  a  marked  degree, 
the  confidence  and  esteem  of  a  very  large  circle  of 
patients  and  friends. 

Nathaniel  Montefiore  was  rather  a  nominal  than  an 
actual  or  practising  member  of  the  Medical  profession. 
He  was,  however,  for  thirty-nine  years  in  the  ranks  of 
this  Society.  Educated  at  G-uy's  Hospital  and  Medical 
School,  he  obtained  the  Membership  of  the  College  of 
Surgeons,  in  1842,  and  the  Fellowship  by  election  in  1858. 
He  appears  to  have  resided  chiefly  in  London,  but  fre- 
quently in  his  country  house  near  Southampton.  He  was 
extremely  well  known  for  the  great  interest  which  he 
manifested  in  numerous  Medical,  Scientific,  and  Chari- 
table Institutions. 

Alexander  Patrick  Stewart,  who  died  last  July,  nearly 
seventy  years  of  age,  had  been  for  forty-one  years  a  Fellow 
of  this  Society.    He  served  on  the  Council  in  1856-7  ;  he 
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was  an  Honorary  Librarian  from  1863  to  1868;  and  a 
Vice-President  in  1871  and  1872.  He  was  also  a  Member, 
and  for  a  time,  a  Vice-President  of  the  Clinical  Society. 

Dr.  Stewart  was  born  at  Bolton  Manse,  in  East 
Lothian,  where  his  father,  the  Rev.  Dr.  Andrew  Stewart, 
a  quondam  Physician,  was  the  Minister ;  his  mother  was 
the'  Honourable  Margaret,  daughter  of  the  tenth  Lord 
Blantyre.  Having  been  sent  to  Glasgow  at  the  early  age 
of  thirteen  years,  he  passed  into  the  Faculty  of  Arts,  and 
afterwards  into  that  of  Medicine ;  and,  having  visited  the 
Continent,  returned  to  Glasgow  to  obtain  his  M.D.  degree 
in  1838. 

In  the  Infirmary  belonging  to  that  city,  whilst  acting 
as  House- Surgeon,  Dr.  Stewart  was  brought  into  relation 
with  many  fever  patients ;  and,  as  he  had  already  com- 
menced to  practise  in  London  in  1839,  it  was  apparently 
in  Glasgow,  and  probably  afterwards  in  Paris,  that  he 
made  those  clinical  observations  and  records,  on  which  he 
founded  a  highly  important  communication  on  the  "  Dis- 
tinctions between  Typhus  and  Typhoid  Fever/ 3  which  he 
presented  to  the  Medical  Society  of  Paris  in  April,  1840, 
and  subsequently  wrought  into  an  article,  printed  in  the 
c  Edinburgh  Medical  and  Surgical  Journal '  for  October  of 
that  year. 

Iu  this  early  and  noteworthy  effort  at  clinical  investi- 
gation and  analysis,  Dr.  Stewart  really  succeeded,  accord- 
ing to  the  late  Dr.  Murchison,  in  demonstrating  "  a  distinc- 
tion between  Typhus  and  Typhoid,  founded  on  a  com- 
parison of  their  origin,  proximate  causes,  course,  symptoms 
and  anatomical  lesions,  including  the  difference  in  the 
eruptions  which  accompany  the  two  diseases.  He  pointed 
out  that  their  characters  taken  collectively,  were,  as  he 
said,  so  marked  as  c  to  defy  misconception/  and  f  to 
enable  the  observer  to  form  with  the  utmost  precision  the 
diagnosis  of  the  disease,  and  the  lesions  to  be  revealed  by 
dissection.'  "  It  has  been  pointed  out  that,  in  Paris,  Dr. 
Stewart  would  most  probably  become  acquainted  with  the 
views  of  M.  Chomel,  who,  as  well  as  some  other  observers, 
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had  already  suggested  a  difference  between  the  two 
fevers  ;  but  he  was  the  first  to  publish  such  an  opinion  in 
this  country,  and  he  supported  his  statements  by  nume- 
rous facts  observed  and  methodised  by  himself.  Partly, 
perhaps,  from  his  own  question,  put  towards  the  conclusion 
of  his  article,  with  regard  to  these  fevers,  "  Are  they  iden- 
tical or  not  V  and  partly,  from  his  remark  that  "  all  I 
can  ask  for  is  a  careful,  extensive  and  minute  inquiry/' — 
but,  chiefly,  one  would  believe,  from  his  not  having 
possessed  the  authority  which  attaches  to  age,  official 
station  or  previously  known  work,  his  interesting  and 
valuable  contribution  to  Medicine  failed  to  create  the 
impression  it  deserved  to  do.  At  least,  it  is  known  to  all 
present,  that  it  was  Sir  Wm.  Jenner's  precise  statements 
and  inferences,  subsequently  published,  which  cleared 
away  all  doubts,  and  finally  determined  the  general 
opinion  on  the  subject. 

After  having  practised  for  several  years  in  London,  and 
having  held  the  office  of  Physician  to  the  St.  Pancras 
Infirmary,  Dr.  Stewart  was  elected,  in  1850,  Assistant 
Physician  to  the  Middlesex  Hospital,  and  full  Physician 
in  1855,  an  office  which  he  resigned  in  1866.  In  the 
Medical  School  of  that  Institution,  he  lectured  first  on 
Materia  Medica  with  Dr.  Gordon  Latham,  and  afterwards 
on  Medicine  in  conjunction  with  Dr.  Seth  Thompson  and 
Dr.  Goodfellow. 

But  Dr.  Stewart's  time  and  thoughts  had  already  begun 
to  be  occupied  by  other  subjects  than  those  connected 
with  clinical  study  and  practice,  and  by  degrees  he  had 
become  deeply  engrossed  in  them.  As  far  back  as  1853, 
he  was  a  Member  of  the  British  Medical  Association,  and 
he  sat  on  the  Council  of  its  Metropolitan  Branch  for 
nearly  thirty  consecutive  years.  In  this  capacity  he  was 
assiduous  and  untiring.  During  sixteen  of  these  years, 
in  which  he  was  one  of  the  Secretaries,  his  work  was 
incessant  and  of  the  highest  utility.  He  was  once 
nominated  President  elect  of  the  Metropolitan  Branch, 
and  on  two  subsequent  occasions  was  again  solicited  to 
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accept  that  office,  but  he  always  declined  on  the  ground 
of  its  burdens  and  anxieties.  He  was,  however,  a  Vice- 
President  for  three  years.  As  a  testimony  to  his  efficient 
service  and  estimable  private  character,  the  Members  of 
the  British  Medical  Association  presented  him,  in  1875,  a 
sum  of  money,  with  a  portion  of  which,  handsome  break- 
fast and  dinner  services  were  purchased ;  but  the  balance, 
amounting  to  £400,  was  generously  returned  by  him  to 
the  Association  for  the  purpose  of  founding  a  prize  for 
"  the  Encouragement  of  Kesearches  into  the  Origin, 
Spread,  and  Prevention  of  Epidemic  Diseases. "  The 
first  award  of  "  The  Stewart  Prize  "  was  made,  in  1882, 
in  favour  of  Dr.  Vandyke  Carter,  for  his  investigations 
on  Spirillum  Fever. 

Questions  relating  to  Social  and  Sanitary  Keform  early 
attracted  Dr.  Stewart's  attention;  for,  in  1849,  he  pub- 
lished an  essay  on  "  Sanitary  Economics ;  or,  our  Medical 
Charities  as  they  are,  and  as  they  ought  to  be,"  a  serious 
subject  again  forcing  itself  upon  our  notice  at  the  present 
time.  In  1854,  he  summarised,  in  a  paper  in  the  1  Medical 
Times  and  Gazette/  an  account  of  "  The  Cholera  as  it  had 
been  observed  in  the  Middlesex  Hospital.'"  As  to  his 
subsequent  literary  work,  it  was  no  longer  clinical,  but 
sanitary.  Amongst  numerous  contributions  of  that  kind 
made  to  the  f  Transactions  of  the  Social  Science  Con- 
gress/ to  the  meetings  of  the  Metropolitan  Branch  of  the 
British  Medical  Association,  and  to  the  Medical  periodicals, 
mention  may  here  be  made  of  one,  in  conjunction  with 
Mr.  Jenkins,  on  "  The  Medical  Aspects  of  Sanitary 
Reform"  (1866),  and  another,  so  recent  as  1882,  on  "A 
Home  for  Convalescents  from  Scarlet  Fever." 

A  man  of  the  highest  principles,  and  with  the  strictest 
adhesion  to  them,  Dr.  Stewart  was  esteemed  by  all,  even 
by  those  from  whom  he  differed  in  opinion,  his  own  being 
sometimes  very  warmly  expressed.  His  religious  impulses 
took  the  practical  direction  of  inaugurating,  or  assisting 
in  the  conduct  of  Sunday  classes  for  young  men,  and  in 
missionary  services  amongst  the  poor,  connected  with  the 
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Scotch.  Church  of  which  he  was  a  member.  He  did  all 
his  work,  Medical  as  well  as  any  other,  he  said,  "  much 
less  as  a  duty  than  as  a  privilege/''  As  a  Clinical 
observer,  a  practical  Physician,  and  a  labourer  in  the 
field  of  Medical,  Sanitary,  and  Social  improvement,  he 
was,  as  has  been  truly  said,  "  an  ornament  to  our  Pro- 
fession." 

Thomas  William  Jones,  M.D.  of  Paris  (1834),  and 
M.R.C.S.  (1836),  was  for  forty-six  years  a  Fellow  of  this 
Society,  and  held  a  seat  in  its  Council  in  1858.  He 
wrote,  probably  as  his  inaugural  thesis,  "  Considerations 
deduites  de  l'Anatomie  Comparee  relatives  a  differens 
points  d'Ovologie."  In  London,  he  was  best  publicly 
known  as  a  Physician  to  the  City  Dispensary,  and  to  the 
Provident  Clerks'  Association.  Latterly  he  retired  to 
Bylochs,  Enfield  Highway,  where  he  died  last  May. 

William  Farr,  the  Honorary  Fellow  whose  death  we  have 
had  to  lament  during  the  last  twelve  months,  died  on  the 
14th  April,  1883,  in  the  seventy-sixth  year  of  his  age.  He 
had  been  an  Honorary  Fellow  of  this  Society  for  26  years. 

He  was  born  in  1807,  at  Kenley,  in  Shropshire,  and 
received  his  early  training  in  the  Grammar  School  at 
Shrewsbury.  His  medical  education  seems  to  have  been 
partly  carried  on  in  the  then  so-called  University  of  London, 
and  partly  in  Paris.  Having  become  qualified  in  1832, 
he  acted  for  a  time  as  House  Surgeon  to  the  Infirmary  at 
Shrewsbury  ;  and,  thus  far,  his  career  was  in  no  way  dis- 
tinguished from  that  of  many  accomplished  young  prac- 
titioners of  his  day. 

But  there  gradually  opened  for  him,  in  the  direction  of 
literary  and  scientific  work,  a  special  path  which  he  hence- 
forth sedulously  pursued.  He  became  Editor  of  the 
( Medical  Annual'  and  of  the  ( British  Annals  of  Medicine,' 
in  which  positions  he  strengthened  his  unrivalled  powers 
of  gleaning  and  collating  facts,  and  of  using  them  for  the 
purposes  of  induction. 

In  1838,  he  first  entered  the  Registrar  General's  Office, 
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and  was  soon  after  appointed  Superintendent  of  the 
Statistical  Department.  Herein  he  continued  to  labour 
with  extraordinary  zeal  and  success  for  rather  more  than 
forty  years.  As  may  be  supposed,  during  this  long  period 
of  his  official  life,  he  received  from  many  quarters  marks 
of  consideration  and  distinction.  He  was  elected  F.R.S. 
in  1855;  M.D.  of  Trinity  College,  Dublin;  D.C.L.  of  Oxford, 
in  1857;  and  a  Corresponding  Member  of  the  Institute  of 
France,  in  1872.  He  retired  from  his  government  post 
in  1879  with  a  full  pension,  and  the  decoration  of  Com- 
panion of  the  Bath. 

From  the  date  of  his  appointment  in  the  Registrar 
General's  Office,  he  was  the  principal  Author  of  that 
classical  series  of  Annual  Reports,  extending  from  1837 
to  1878,  which  relate  to  the  births  and  deaths  in  different 
parts  of  the  kingdom.  Under  his  guidance,  these  docu- 
ments ripened  into  full  epitomes  of  the  causes  of  mortality 
amongst  our  population,  and  of  the  state  of  health  and  laws 
of  longevity  amongst  its  various  classes.  His  command 
of  mathematics  as  an  instrument  of  analysis,  his  personal 
study  and  care  in  regard  to  all  matters  of  arrangement, 
calculation  and  execution,  the  logical  character  of  his 
generalisations,  and  the  usually  practical  value  of  his 
suggestions,  were  freely  acknowledged  by  all;  whilst  the 
occasional  introduction  of  a  speculative  or  even  prophetic 
element  into  the  treatment  of  his  subject,  and  his  often 
picturesque  style,  gave  to  many  of  these  reports  a  certain 
charm  beyond  their  avowed  utility.  The  general  excellence 
of  his  methods  has  been  freely  admitted;  they  have  gained 
a  high  reputation  for  our  English  statistical  life -records ; 
and  they  have  supplied  models  for  study  and  imitation  in 
other  countries. 

But  Dr.  William  Farias  statistical  work  extended  beyond 
the  compilation  of  these  '  Annual  Reports.5  Week  after 
week,  especially  in  times  of  epidemic  afflictions,  notes  and 
echoes  of  counsel  and  warning  were  issued  from  his  office. 
He  was,  moreover,  mainly  responsible  for  the  general 
organisation  of  the  Censuses  for  1851,  1861,  and  1871, 
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and  lie  prepared  the  elaborate  "  Reports  "  on  the  move- 
ments of  the  Population  therein  revealed.  He  con- 
structed three  sets  of  "  Life  Tables "  founded  on  the 
census  and  mortality  records,  taking  on  each  occasion  a 
wider  and  firmer  grasp  of  his  complex  problems,  and 
solidifying  the  bases  of  his  calculations  for  the  "  Annuity 
Tables "  still  in  use.  He  brought  his  powers  to  bear 
upon  the  elucidation  of  questions  relating  to  the  various 
kinds  of  Life  Policies,  to  the  proper  incidence  of  an 
Income  Tax,  to  the  due  employment  of  Benevolent  Funds, 
and  to  the  Economics  of  the  Post  Office  Insurance.  He 
also  contributed  the  article  on  "  Vital  Statistics "  to 
MacCulloch's  '  Statistics  of  the  British  Empire.'  In  a  more 
strictly  Medical  direction,  he  twice  reported  on  Cholera, 
viz.  on  the  epidemic  of  1848-9,  and  on  that  of  1866. 
He  aided  in  determining  the  precise  Nosological  terms  to 
be  used  for  the  purpose  of  defining  the  causes  of  death  in 
the  registration  records,  and  he  acted  on  the  Royal  Com- 
mission for  inquiring  into  the  Sanitary  Condition  of  the 
Army  in  India. 

It  is  scarcely  needful  to  observe  that  so  eminent  a 
statician  as  William  Farr  was  an  indispensable  member  of 
the  Statistical  Society,  which  he  joined  almost  at  its  for- 
mation, and  on  the  Council  of  which  his  name  will  be 
found  for  forty  years.  He  was  a  Vice-President  of  that 
Society,  contributed  at  least  twenty  papers  to  its  '  Tran- 
sactions,' and  was  appointed  its  delegate  to  more  than 
one  International  Statistical  Congress. 

"  Vital  statistics,"  indeed,  were  the  breath  of  his  mental 
life,  and  his  name  will  ever  be  associated  with  the  history 
of  that  department  of  numerical  research.  Though  short 
in  stature,  he  had  a  capacious  head,  and  his  mental  orga- 
nisation was  evidently  adapted  for  prompt  and  vigorous,  as 
well  as  for  persistent  and  solid,  work.  He  also  possessed 
a  marked  talent  for  administration  and  control,  for,  in  his 
official  position  and  work,  he  commanded  the  services  of 
many  coadjutors.  It  was  a  source  of  great  disappoint- 
ment to  his  immediate  friends,  and  especially  to  those 
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belonging  to  the  Medical  profession,  that  on  the  retire- 
ment of  Major  George  Graham,  with  whom  he  had  been 
so  long  and  so  agreeably  associated,  he  was  not  promoted 
to  the  office  of  Registrar-General.  But  it  was  perhaps 
well  for  himself,  at  his  age,  to  be  spared  further  official 
duty  and  anxiety.  He  did  not  long  survive  his  own  con- 
sequent retirement,  but  he  must  have  been  gratified  and 
consoled  by  the  warm  sympathy  and  good  wishes  of  his 
friends,  and  by  the  universal  acclaim  of  the  rare,  honor- 
able, and  lasting  services  which  he  had  rendered  to  his 
country. 

Having  now  mentioned  the  several  regretable  casualties 
which  have  befallen  the  Fellows  of  our  Society  during  the 
last  year,  I  must,,  in  accordance  with  the  promise  I  made 
a  few  weeks  since,  and  doubtless  in  harmony  with  your 
wishes,  refer  to  another  loss  which  we  have  recently  sus- 
tained in  the  sudden  and  unexpected  death  of  a  lamented 
salaried  officer,  our  late  valued  Resident  Librarian. 

Benjamin  Robert  Wheatley  was  born  at  the  house  of  his 
father,  Mr.  Benjamin  Wheatley,  the  book  auctioneer  of 
Piccadilly,  and  died  in  this  house,  as  it  may  be  said,  at 
his  post.     He  therefore  lived  and  died  amongst  books. 

Losing  his  father  in  early  life,  he  was  left,  as  the  eldest 
son,  the  sole  support  of  his  stepmother  and  of  a  young 
family.  Two  years  later,  his  stepmother,  to  whom  he 
was  warmly  attached,  also  died,  so  that  the  responsibility 
of  the  family  henceforth  devolved  upon  him  and  upon  his 
eldest  sister.  His  two  younger  brothers  have  always 
regarded  him  as  a  father,  and  to  him,  as  they  acknow- 
ledge, they  owe  their  present  position.  In  his  firm  devo- 
tion to  those  left  to  his  care,  he  decided  to  remain  a 
bachelor,  although  no  one  could  be  more  fitted  for  a 
domestic  life. 

After  his  earlier  years,  Mr.  Wheatley' s  career  was  not 
an  eventful  one.  At  the  age  of  seventeen,  on  leaving 
King's  College  School,  he  assisted  in  cataloguing  for  his 
father  the  last  part  of  the  great  Heber  Library.  This 
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duty  well  done  seemed  to  indicate  to  him  his  future  line 
of  occupation,  and  from  that  time  to  his  death  he  gave  up 
his  entire  thought  and  affection  to  cataloguiug  and  index- 
ing libraries,  and  to  associated  bibliographical  and  literary 
pursuits. 

It  was  in  1841,  that  he  was  first,  and  temporarily, 
engaged  by  this  Society  to  catalogue  its  Library.  Subse- 
quently to  this,  he  performed  the  same  laborious  task  for 
between  twenty  and  thirty  other  libraries,  belonging  either 
to  public  institutions  or  private  possessors.  This  occupied 
his  time  for  many  years. 

In  1855,  he  was  appointed  our  Assistant  Librarian,  a 
title  which  was  recently  changed  to  that  of  Resident 
Librarian.  In  1856,  he  completed  a  new  catalogue  of  our 
Library,  which  was  then  printed  ;  and  he  prepared  and  saw 
through  the  press  our  present  printed  catalogue  in  1879. 
He  also  compiled  for  us  two  indexes  of  subjects,  the  latter 
one  constituting  the  most  complete  extant  English  guide 
to  Medical  bibliography.  Since  1879,  he  has  also  produced 
the  supplements  to  our  catalogue. 

In  all  his  Library  work,  Mr.  Wheatley  was  from  the 
first  most  original,  and  introduced  novelties  both  of  general 
plan  and  of  detail  great  and  small.  His  system  has  been 
admired  and  imitated,  and  will  remain  as  a  useful  guide  in 
the  future.  His  work,  beyond  that  done  for  our  Library, 
is  recorded  elsewhere. 

With  us,  his  personal  characteristics  were,  as  acknow- 
ledged by  the  Council,  "  constancy  and  fidelity  in  the  dis- 
charge of  his  duty,"  combined  with  singular  unselfishness 
as  to  reward.  He  was  uniformly  zealous,  attentive,  and 
.obliging,  in  all  his  relations  with  the  Fellows  of  this 
Society.  He  was  charged  with  certain  responsibilities 
beyond  those  attaching  to  our  Library;  for  he  was  engaged 
in  assisting  the  two  other  Societies,  which  meet  in  these 
rooms.  All  this  rather  heavy  work  he  did  indefatigably 
and  conscientiously, — regarding  his  labours  as  a  pleasure. 
His  last  thoughts,  and  almost  his  last  words,  related  to  our 
affairs.     He  had,  indeed,  served  us  with  his  whole  heart, 
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for  nearly  thirty  years.  In  a  letter  which  he  penned  some 
years  since,  before  his  salary  was  raised,  he  appeals  to  the 
Council  to  consider,  in  the  event  of  his  death,  the  position 
of  those  dependent  upon  him  ;  and  now,  notwithstanding 
his  recently  increased  resources,  the  Society  will  doubt- 
less respond  to  a  wish,  that,  in  memory  of  his  faithful 
services,  some  provision  should  be  made  towards  adding 
to  the  comforts  of  his  surviving  sister  and  niece. 

In  the  concluding  part  of  my  Address  last  year,  I  dwelt 
on  a  general  fact,  which  appeared  to  me  to  convey  a 
striking  lesson,  drawn  from  the  story  of  the  lives  of 
those  whose  careers  it  had  been  my  duty  to  portray.  It 
was  this,  that  whatever  might  have  been  the  conditions 
affecting  them,  as  regards  age,  education,  position,  or 
wealth,  all  were  characteristically  devoted  to  work,  I 
ventured  by  this  allusion  to  indicate  that  we,  the  existing 
Fellows  of  the  Society,  might  emulate  their  example. 

But,  on  quitting  this  Chair,  in  which  I  have  been  placed 
by  your  favour  and  supported  by  your  kindness,  it  would 
be  unjust  not  to  look  beyond  the  borders  and  ranks  of  our 
own  Institution,  and  wrong  to  be  so  blind  to  what  is 
passing  around  us,  as  to  assign  to  our  own  Fellows,  a 
monopoly,  or  even  a  speciality  of  industry,  and  an  exclu- 
sive claim  to  be  considered  as  guides  in  reference  to  what 
we  may  accomplish  during  our  lives,  or  as  patterns  for 
imitation  after  our  deaths. 

There  are  other  Medical  Societies  in  this  Metropolis, 
comprising  numerous  able,  energetic,  and  enthusiastic 
Members,  many  of  whom  are,  indeed,  likewise  associated 
with  us.  The  Medical  Society  of  London,  the  oldest  of 
the  General  Societies,  founded  in  1773,  and  antedating 
by  thirty-two  years  our  own  Society,  which  was  instituted 
in  1805,  is  now  exhibiting  renewed  vigour.  The  Hunterian, 
established  in  1819,  and  the  Harveian  in  1831,  occupy 
special  ground,  and  carry  out  their  objects  with  complete 
efficiency.  In  the  Appendix  to  '  Churchill's  Medical 
Directory  ;  for  1846  (the  second  year  of  its  publication), 
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these  four  societies  are  mentioned.     There  also  existed  at 
that  date,  the  Medico-Psychological  Society,  established 
in  1841,  and  the  Royal  Medico-Botanical  Society  which 
appears  now  to  be  extinct.    Besides  these,  there  were  the 
Students'  and  Local  Societies,  such  as  the  Physical  at 
Guy's  (1772),  the  Middlesex  Hospital  Society  (1774),  the 
Abernethian  at   St.   Bartholomew's   (1795),   the  West- 
minster Society  (1809),  King's  College  Society  (1833), 
and  the   South   London    (1845).      But,   if  we  consult 
the   '  Medical  Directory '   for   1883,   we  find  that  the 
Students'  and  Local  Societies  have  increased  from  six  to 
fourteen  ;   and  that,  omitting   Societies  the  objects  of 
which  are  only  remotely  allied  to  Medicine,  the  general 
and  special  Medical  Societies  in  London  now  number 
thirteen  instead  of  six,  and,  moreover,  that  eight  of  these 
have  been  instituted  since  the  date  which  I  have  taken  as 
a  starting  point,  viz.  1845.     Of  these  the  Pathological,  the 
first  in  point  of  age  and  strength,  was  founded  in  1846, 
and  now  has  690  Members  ;   the  Epidemiological  was 
established  in  1850;    the  Odontological  in   1856;  the 
Society  of  Medical  Officers  of  Health,  also  in  1856  ;  the 
Obstetrical,  which  now  has  695  Members,  in  1858  ;  the 
Clinical,  with  its  396  present  Members,  in  1867  ;  the 
Dental  Surgeons'  Association,  in  1876  ;  and,  finally,  the 
Ophthalmological,  in  1880. 

Now,  it  is  scarcely  possible  to  estimate  the  amount  of 
scientific  and  practical  work,  which  has  been,  and  is  being, 
accomplished  by  the  agency  of  these  various  metropolitan 
societies,  whether  old  or  new  ;  but  we  may  freely  acknow- 
ledge the  great  energy  and  enthusiasm  of  their  more 
active  members. 

If  next  we  turn  our  attention  to  the  provinces,  we  find 
that  there  are  upwards  of  fifty  Medical  Societies,  large  and 
small,  scattered  throughout  England  and  Wales,  of  which 
not  ten  were  in  existence  in  the  year  1845,  and  most  of 
which  have  been  founded  since  the  year  1860, — a  proof 
of  the  ever-developing  spirit  of  inquiry  characteristic  of 
our  time. 
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Nor  can  we  fail  to  be  struck  with,  the  astonishing 
growth  and  present  gigantic  proportions  of  the  British 
Medical  Association,  which,  founded  in  1832,  has  now 
spread  out  its  branches  into  each  of  the  three  divisions 
of  the  United  Kingdom.  Organised  for  various  purposes 
connected  with  the  welfare  of  our  profession,  it  has  by 
no  means  neglected  the  prosecution  of  its  due  share  of 
scientific  and  practical  work.  At  its  numerous  annual 
gatherings,  it  has  its  appointed  sections  devoted  to  special 
subjects ;  it  has  its  communications  in  each  section,  the 
reports  of  its  committees,  and  its  prizes;  whilst  its  doings 
or  Transactions  are  published  in  its  own  Journal.  Its 
local  or  Branch  meetings  exhibit  a  like  activity  on 
a  smaller  scale.  Quite  recently,  too,  by  means  of  its 
Collective  Investigation  Committee,  it  has  inaugurated  a 
large  scheme,  with  the  view  of  rescuing  from  oblivion 
some  of  that  knowledge  and  experience  which,  as  I  hinted 
at  in  my  last  year's  address,  ordinarily  goes  down  into 
the  grave  with  its  hard-working  acquisitors.  That  the 
functions  of  the  more  important  of  these  societies,  whether 
metropolitan  or  provincial,  are  actively  discharged,  is 
shown  by  the  reports  of  their  Proceedings,  published  in 
their  own  way,  or  in  the  columns  of  the  weekly  journals, 
whose  amplified  and  multiplied  pages  plainly  testify,  other- 
wise, to  the  manifold  industry  of  our  profession  at  large. 
New  journals  also  have  appeared,  published  either  monthly, 
quarterly,  or  at  longer  intervals,  to  absorb  the  ever-in- 
creasing amount  of  original  work.  The  numerous  Hospital 
Eeports  furnish  additional  evidence  of  an  enormous  expen- 
diture of  time  and  labour.  Lastly,  it  may  be  noted  that 
whereas  in  1846,  there  were  published  in  Great  Britain 
about  65  original  Medical  books,  in  1881,  1882,  and  1883 
respectively,  the  numbers  were  108,  119,  and  163,  besides 
56,  58,  and  90  new  editions. 

Time  does  not  permit  me  to  illustrate,  as  I  would  wish, 
the  contemporaneous  increase  of  professional  activity  in 
Scotland  and  Ireland  ;  but  it  has  been  sufficiently  mani- 
fest, and  requires  most  ample  acknowledgment. 


2(3 


PRESIDENT'S  ADDRESS. 


Neither  can  I  do  more  than  allude  to  the  extraordinary 
development  and  progress  inade,  during  the  last  thirty  or 
forty  years,  in  the  sciences  relating  to  Medicine  and  Sur- 
gery in  Germany  and  France,  in  Belgium  and  Holland,  in 
Denmark  and  Sweden,  in  Austria  and  Kussia,  in  Switzer- 
land and  Italy,  and  in  the  United  States.  Their  great 
Hospitals  and  Laboratories,  their  multitude  of  Academies 
and  Societies,  their  long  lists  of  Abhandlungen,  Zeit- 
schriften,  Archive  and  Jahrbiicher,  their  Memoires, 
Bulletins,  Comptes  Kendus  and  Annales,  their  Acta  and 
Denkschriften,  and  their  teeming  individual  publications, 
all  bear  testimony  to  this.  But  I  may  not  omit  to  notice 
the  numerous  general  and  special  Congresses  held  by  our 
Continental  and  American  brethren,  as  quite  a  feature  of 
our  epoch,  culminating  in  the  International  Congress,  the 
great  meeting  of  which,  in  J  881,  we  all  remember,  and 
which  will  again  assemble  in  August  at  Copenhagen. 
These  can  only  be  regarded  as  great  outbursts  of  other- 
wise dormant  professional  energy. 

As  the  mind  travels  out  over  this  wide  field  of  exer- 
tion, and  contemplates  the  operations  of  the  vast  hive  of 
modern  Medical  Investigators,  one  fails  to  grasp  the  total 
product  which  they  yield ;  but  we  may  easily  perceive 
how  much  the  various  existing  Medical  Associations  must 
help  to  stir  the  ambition  and  stimulate  the  zeal  of  indi- 
vidual agents,  in  the  one  common  task  of  advancing 
Medicine  and  Surgery.  In  comparison  with  the  striking 
scientific  advances  made  and  the  great  practical  improve- 
ments actually  accomplished,  during  the  last  thirty  or  forty 
years, — on  the  one  hand,  the  pathological  application  of 
the  cell-theory,  the  clearer  explanation  of  the  phenomena 
of  inflammation,  the  new  light  thrown  on  nervous  dis- 
eases, and  the  discovery  of  disease  germs,  and  on  the  other, 
the  splendid  triumph  over  pain  by  the  systematic  admini- 
stration of  anaesthetics,  the  great  benefits  conferred  by 
antiseptic  surgery,  the  successes  of  modern  ovariotomy,  the 
employment  of  hypodermic  injections,  the  use  of  the 
aspirator,  the  performance  of  bloodless  operations,  and  a 
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host  of  minor  practical  improvements — in  comparison,  I 
say,  witli  these  realised  gains,  the  share  taken  by  this  or 
that  Country  or  this  or  that  Society,  in  inciting  to  their 
initiation  or  perfection,  is  of  little  moment.  But  yet  I 
must  return  to  our  own  compact  little  Body,  which  though 
small  relatively  to  the  total  numbers  engaged  in  the 
struggle  against  suffering  and  death,  forms  an  integral 
and  not  ignoble  part  of  the  whole. 

This  Royal  Medical  and  Chirurgical  Society  has  now 
existed  during  well  nigh  eighty  years.  It  has  numbered 
amongst  its  Fellows  all  the  most  distinguished  members 
of  our  profession  in  the  Metropolis,  many  Provincial  Phy- 
sicians and  Surgeons,  and,  in  its  Honorary  lists,  numerous 
home  and  foreign  representatives,  not  only  of  Medicine 
and  Surgery,  but  of  the  sciences  related  to  them.  It  has 
held  its  onward  course  without  serious  dissensions  from 
within,  and  without  exciting  hostility  from  without.  It 
has  accumulated  a  splendid  library  comprising  nearly 
29,000  volumes,  the  most  valuable  circulating  medical 
library  in  London,  perhaps  in  the  world.  It  has  held  its 
fortnightly  meetings,  bringing  men  into  good  fellowship 
and  minds  into  useful  contact.  It  has  published  sixty-six 
volumes  of  '  Transactions/  consisting  entirely  of  original 
papers,  or  of  reports  from  its  select  committees,  and  the 
contents  of  which  are  alike  remarkable  for  historic  interest 
and  practical  value,  embracing  almost  every  capital  subject 
in  medicine  and  surgery,  and  bearing  some  relation  to 
almost  every  great  achievement  in  our  art. 

Although,  happily,  this  Society  is  so  firmly  established 
that  its  strength  and  its  continued  prosperity  depend  more 
upon  its  Members  than  upon  its  temporary  head,  I  confess 
to  have  felt  the  great  responsibility  of  the  Presidential 
office  ;  and,  when  elected,  I  reflected  much  on  the  various 
modes  in  which  the  interests  of  the  Society  might  best  be 
served.  Certain  proposals,  originating  in  and  adopted  by 
the  Council,  have,  according  to  our  '  Reports/  worked 
very  satisfactorily.  Besides  these,  however,  a  project, 
not  by  any  means  novel,  lingered  long  in  my  thoughts, 
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namely,  that  of  attempting  immediately,  or  at  some  future 
time,  a  combination  of  certain  of  the  more  recently  formed 
metropolitan  Medical  societies,  clustered,  as  it  were, 
around  the  Royal  Medical  and  Chirurgical  Society  as 
their  centre.  But  the  more  closely  I  considered  this 
proposition,  the  more  wise  it  seemed,  at  least  for  the 
present,  to  abstain  from  occupying  time  and  energy  by 
bringing  it  again  before  the  Council  ;  and  the  more 
prudent  it  appeared  to  be,  to  give  preference  to  the  plan 
of  pursuing  resolutely  our  own  way  in  the  maintenance  of 
our  proper  position. 

In  the  first  place,  considering  the  subject  from  a  gene- 
ral point  of  view,  the  previous  failures  in  the  attempts  at 
combination  were  necessarily  deterrent  as  regards  another 
trial ;  it  seemed  to  me  doubtful  how  far  any  fresh  proposal 
of  the  kind  should  originate  with  the  President ;  rather  it 
appeared  to  be  more  appropriate  that  it  should  proceed 
from  the  Council  itself ;  further  it  was  open  to  question 
whether  it  should  not  be  suggested  by  the  younger 
Societies  to  us,  and  not  by  us  to  them  ;  and  lastly,  I 
thought  that  in  any  case  the  best  preliminary  step  towards 
such  a  union,  if  it  wrere  to  be  satisfactory,  would  be  to 
maintain  our  own  status  and  reputation,  or,  if  possible,  to 
elevate  the  one  and  increase  the  other. 

In  the  second  place,  looking  more  closely  into  the  sub- 
ject on  its  merits,  it  seemed  that  though  the  contemplated 
union  might  satisfy  the  desire  for  centralization  and  furnish 
the  means  of  securing  certain  economies,  it  might  have  its 
difficulties  and  its  disadvantages.  Each  one  of  these 
younger  Societies  (for  there  is,  I  presume,  no  question  as 
to  the  three  elder  ones)  obviously  arose  from  a  felt  want ; 
its  suggestion  was  quickly  responded  to,  its  establishment 
forthwith  followed.  By  each,  much  new  and  admirable 
work  has  been  achieved,  in  some  instances,  especially  in 
that  of  the  Pathological  Society,  as  remarkable  for  its 
quality  as  for  its  amount.  Nor  should  this  be  a  matter  of 
surprise  ;  for  it  is  usually  held  that  division  of  labour  is  not 
only  a  sign,  but  a  need  and  a  cause  of  advancement.  As 
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the  circle  of  knowledge  is  progressively  widened,  its  mar- 
ginal explorers  stand  further  and  further  apart  from  one 
another,  the  horizon  of  investigation  is  seen  by  them  from 
more  and  more  widely  separated  points  of  view,  and  room  is 
made  for  additional  intermediate  workers.  It  may  well 
be  doubted  indeed,  whether  if,  in  place  of  enjoying  the 
freedom  and  stimulus  to  action  resulting  from  an  inde- 
pendent organisation,  these  Societies  had  been  incor- 
porated, with,  our  own  as  sections  of  a  larger  scientific 
body,  so  much  good  work  would  have  been  accomplished 
in  the  past ;  and  it  is  by  no  means  certain  that  under 
similar  conditions  of  union,  more  would  be  done  in  the 
future. 

A  recent  example  of  such  a  combination  seems,  however, 
full  of  promise,  and  may,  some  day,  encourage  a  further 
attempt  amongst  ourselves.  In  Dublin,  four  already  estab- 
lished Societies,  the  Medical,  Surgical,  Obstetrical,  and 
Pathological,  have  been  merged  in  the  "  Academy  of 
Medicine  in  Ireland/'  in  which  they  are  now  represented 
by  four  corresponding  Sections,  to  which  two  subsections 
have  been  added,  one  for  Anatomy  and  Physiology,  and  one 
in  relation  to  Public  Health.  The  details  of  the  plan  have 
been  carefully  considered,  the  rules  are  simple,  and,  as  a 
beginning,  the  experiment  is  highly  satisfactory.  But  the 
conditions  of  the  problem  in  Dublin  are  very  different  from 
those  wnich  exist  in  London.  The  population  of  Dublin 
and  its  immediate  vicinity  is  about  300,000;  that  of  London 
and  its  suburbs  above  4,000,000.  In  Dublin  and  its  neigh- 
bourhood, there  are  less  than  600  Medical  Practitioners  of 
all  ranks  and  titles  ;  in  the  total  Metropolitan  area,  there 
are  about  4000.  In  the  voting  for  or  against  the  formation 
of  the  "  Academy  of  Medicine  in  Ireland,"  192  suffrages 
were  cast  in  favour  of,  and  20  against  the  proposal,  making 
a  total  of  212  individuals  concerned  in  the  proceeding ; 
whilst  the  Academy  itself  numbers  at  the  present  moment 
204  Fellows  and  24  Members,— there  being  two  classes  of 
Associates.  On  the  other  hand,  in  London,  it  would  be 
necessary  to  consider  the  wishes  of  between  600  and  700 
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individual  s,  who  would  be  interested  in  any  new  arrange- 
ments. 

It  must  not  be  forgotten,  moreover,  that  the  opportuni- 
ties and  materials  for  observation  and  study — whether  for 
Pathological  or  Clinical,  Medical,  Surgical,  or  even  Obs- 
tetrical purposes — are  widely  different  in  the  two  cities. 
In  Dublin,  there  are  now  twenty-eight  Institutions  for  the 
reception  of  the  Sick,  including  Hospitals,  Infirmaries, 
and  Dispensaries;  whilst  in  London,  besides  the  eleven 
large  Hospitals,  there  are  upwards  of  170  smaller  Charit- 
able Medical  Institutions.  So  rapidly  have  they  increased, 
that  in  the  year  1846,  a  date  I  have  previously  referred 
to,  only  sixty-three  of  these  were  in  existence  ;  and  by 
far  the  larger  number  of  the  110,  since  added,  have  been 
instituted  since  1860.  This  is  altogether  independent  of 
Poor  Law,  Union,  or  Parochial  Establishments  for  the 
Sick  Poor.  That  many  of  these  numerous  centres  of 
medical  observation  yield  little  material,  of  novelty  or  of 
interest,  is  very  true  ;  that  none  of  them  are,  at  present, 
utilized  for  the  purposes  of  Clinical  teaching-  or  practice, 
as  they  might  and  ought  to  be,  has  been  long  urged. 
But  it  is  undoubtedly  from  them,  viewed  as  a  whole,  that 
rich  stores  of  morbid  specimens  are  now  obtained  for 
microscopic  investigation,  and,  in  them,  that  many  careful 
Clinical  studies  are  conducted.  As  President  of  the 
Koyal  College  of  Surgeons,  which  is  deeply  interested  in 
perfecting  its  noble  Pathological  Collection,  I  may  be 
pardoned  for  reminding  those  who  may  hear  or  read  this 
Address,  and  who  are  in  the  habit  of  resorting  to  these 
sources  of  material  for  the  advance  of  knowledge,  how 
much  they  may  be  able  to  assist  in  enriching  the  College 
Museum. 

As  the  retiring  President  of  this  Society,  I  point  to 
these  numerous  Institutions  as  constituting  a  vast  field  of 
research,  filled  with  so  overwhelming  an  amount  of  the 
undetermined  and  the  unknown,  that  their  existence  sup- 
plies a  powerful  reason  for  avoiding  any  step  which  might 
endanger  the  continuance  of  the  active  energy,  which 
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happily  distinguishes  the  separate  and  somewhat  rival 
organisations  which  are  now  employed  in  their  utilisation. 

I  believe  that  we  may  bequeath  the  amalgamation  of 
the  existing  Metropolitan  Societies  as  a  legacy  for  the 
future.  1  do  not  say  it  should  not,  or  will  not,  come  to 
pass  ;  but,  for  the  moment,  it  seems  to  me  that  their  free 
and  independent  action,  and  their  separate  status,  is  so 
much  more  in  accord  with  the  immense  work  to  be 
accomplished,  and  so  much  more  equal  to  its  achieve- 
ment, that  I  am  satisfied,  or  even  more  than  satisfied, 
with  that  independence,  and  I  would  here  most  heartily 
wish  them  all  possible  success.  So  certain  are  partial 
acquisitions  to  lead  to  a  general  gain,  that  I  believe  this 
Society,  which  may  claim  to  be  general  and  non-exclusive 
in  the  highest  and  widest  sense,  will  ultimately  profit  in 
its  own  sphere  of  utility  by  the  auxiliary  exertions  of  the 
others  ;  and  in  the  fervent  hope  and  firm  belief  that  this 
will  prove  to  be  so,  I  now  resign  my  office,  feeling  the 
utmost  confidence  in  the  future  progress  and  continued 
prosperity  of  this  distinguished  scientific  Body. 
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Mr.  President  and  Fellows  of  the  Royal  Medical  and 
Chirurgical  Society, — I  have  in  the  first  place  to  express 
to  you  my  grateful  appreciation  of  the  great  honour  you 
have  done  me  in  awarding  me  the  Marshall  Hall  prize  of 
this  year,  and  of  the  farther  high  privilege  you  have 
accorded  me,  in  asking  me  to  address  you  on  this  occasion. 

To  be  the  recipient  of  a  prize  associated  with  the  name 
of  Marshall  Hall,  and  for  work  done  in  that  department 
of  medical  science  which  he  himself  so  adorned  and 
enriched,  is  a  distinction  of  which  I  am  indeed  proud.  I 
know  of  no  name  in  the  ranks  of  scientific  medical  inquiry 
in  this  or  any  other  country  which  stands  higher  than 
that  of  Marshall  Hall,  and  no  work  which  has  done  more 
to  advance  the  physiology  and  pathology  of  the  nervous 
system,  and  not  this  only,  but  medicine  and  surgery  in 
general,  than  his  investigations  into  the  nature  and  con- 
ditions of  reflex  action.  This  he  was  undoubtedly  the  first 
to  formulate  and  expound,  and  clear  from  the  vagueness 
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and  confusion  which  prevailed  before  him.  The  import- 
ance of  his  researches  can  scarcely  be  over-estimated.  If 
it  were  possible  to  eliminate  from  modern  medicine  all 
that  relates  to  reflex  action,  its  bearings  and  applications, 
we  should  practically  de-rationalise  the  better  half  of 
pathology  and  therapeutics.  Few  scientific  inquirers  have 
been  more  keen  to  perceive  the  practical  bearing  of  their 
own  researches  than  Marshall  Hall  himself  ;  and  most  of  the 
principles  which  guide  us  in  the  recognition  and  treatment 
of  diseases  and  symptoms  dependent  on  reflex  irritation, 
were  first  clearly  laid  down  by  him. 

Not  long  prior  to  the  time  when  Marshall  Hall  was 
pursuing'  his  investigations  on  the  spinal  cord  and  medulla 
oblongata,  Flourens  was  engaged  on  his  ever  memorable 
researches  on  the  physiology  of  the  cerebral  hemispheres. 
And  Flourens  also,  to  whom  he  dedicated  several  of  his 
memoirs,  was  almost  the  first  to  perceive  and  recognise  the 
value  of  the  work  done  by  Marshall  Hall  which  many  of 
his  countrymen  endeavoured  vainly  to  detract  from  and 
depreciate. 

If,  at  the  distance  of  fifty  odd  years,  we  compare  the 
relative  stability  of  the  work  done  by  these  great  men, 
that  of  Marshall  Hall  on  the  spinal  cord,  and  that  of 
Flourens  on  the  cerebral  hemispheres,  we  find  that  the 
doctrines  enunciated  by  Marshall  Hall,  modified  perhaps 
as  to  detail,  and  further  extended  by  the  numerous 
researches  of  recent  years,  are  in  all  essential  points  those 
which  still  prevail,  and  show  no  signs  of  failing  ;  while 
those  of  Flourens  which  have  also  exercised  an  enormous 
influence  on  clinical  medicine  and  pathology, — -What  shall 
we  say  of  them  ? 

In  the  brief  sketch  which  I  purpose  giving  you  of  the 
present  position  and  probable  future  of  this  question, 
I  fear  that  however  much  I  may  try  to  avoid  it,  I  shall 
appear  more  in  the  character  of  the  advocate  than  the 
impartial  judge.  But  I  am  fully  conscious  that  I  am 
before  a  highly  critical  audience  who  will  not  allow  any 
bias  of  mine  to  warp  their  own  just  judgment. 
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The  views  of  Flourens  are  familiar  to  you  all.  They 
seemed  to  the  scientific  world  at  once  in  accordance  with 
the  facts  of  experiments  on  animals — at  least  of  the  lower 
orders — and  in  harmony  with  the  prevalent  metaphysical 
conceptions  as  to  the  unity  and  indivisibility  of  mind. 
Like  the  mind  itself,  said  Flourens,  the  organ  of  mind  was 
also  one  and  indivisible  ;  there  being  no  differentiation  of 
function,  but  each  and  every  part  possessed  of  the 
potentialities,  and  capable  of  exercising*  every  function, 
pertaining  to  the  whole.  These  doctrines  speedily  met 
with,  general  acceptance  among  physiologists,  but  there 
were  a  few  keen  clinical  observers,  Bouillaud,  Andral, 
and  others,  who  saw  in  the  phenomena  of  cerebral  disease 
facts  which  appeared  wholly  inexplicable  except  on  the 
hypothesis  of  a  differentiation  of  function  in  the  cerebral 
hemispheres  ;  such  for  instance  as  the  occurrence  of  limited 
paralyses  in  connection  with  limited  lesions.  But  unable, 
on  the  other  hand,  to  account  for  the  facts  of  experiments 
on  animals  on  the  principles  of  localisation  which  the 
clinical  data  seemed  to  demand,  they  wisely  suspended 
their  judgment,  neither  denying  the  facts  of  experiment 
nor  doubting  their  clinical  observations,  believing  that  the 
apparent  discrepancies  between  human  pathology  and 
experimental  physiology  would  one  day  be  cleared  up  and 
dispelled. 

This  was  eminently  the  attitude  of  my  distinguished 
predecessor  in  the  honorable  position  I  now  hold.  Hugh- 
lings  Jackson,  neither  contesting  nor  trammelled  by  the 
doctrines  of  the  u  school-physiology,"  saw  in  the  occur- 
rence of  limited  and  unilateral  muscular  spasms  in  connec- 
tion with  certain  cortical  lesions,  phenomena  which  to  him 
signified  irritation  or  discharge  of  grey  matter  directly 
related  to  muscular  movements ;  and  with  a  keen  and 
prophetic  insight,  which  far  outran  the  slow  march  of 
verified  fact,  he  evolved  many  brilliant  and  fruitful  concep- 
tions as  to  the  anatomical  substrata  of  the  organ  of  mind; 

There  were,  however,  many  other  clinical  facts,  particu- 
larly those  relating  to  loss  of  speech  in  connection  with 
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lesions  of  the  left  hemisphere,  which  formed  the  subject 
of  so  much  lively  debate  and  discussion  twenty  years  ago, 
which  remained  equally  obscure  and  mysterious,  whether 
on  the  hypothesis  of  localisation  or  the  reverse.  It  is  not 
going  too  far  to  affirm  that  up  to  the  time  when  the 
researches  of  Fritsch  and  Hitzig  inaugurated  a  new  era 
in  cerebral  physiology,  general  doubt,  difficulty  and  con- 
fusion prevailed.  It  would  even  now  be  premature  to 
claim  that  all  this  has  been  dispelled,  but  we  may  say 
truly  that  the  questions  in  dispute  have  assumed  definite 
and  manageable  shape,  and  that  every  day  the  dark  atmo- 
sphere is  being  cleared. 

I  will  not  weary  you  with  an  account  of  the  controver- 
sies which  arose  as  to  the  true  significance  and  interpretation 
of  the  results  which  followed  the  application  of  electrical 
irritation  to  different  regions  of  the  cerebral  hemispheres. 

On  this,  as  well  as  regards  the  consequences  of  destruc- 
tive lesions  of  the  cortex  the  most  divergent  views 
continued  to  be  entertained  and  expressed. 

The  fundamental  question  "  Localisation  or  no  localisa- 
tion V9  was  brought  to  a  crisis  at  the  meeting  of  the  Inter- 
national Medical  Congress  here  in  1881. 

You  are  all  aware,  many  of  you  doubtless  heard  and 
saw,  that  Prof.  Goltz,  the  chief  of  the  few  remaining 
champions  of  the  Flourentian  system,  brought  with  him 
from  Strasburg  a  dog  in  which  he  had,  long  previously,  at 
intervals  destroyed  a  large  extent  of  the  cortex  of  both 
hemispheres,  and  which  he  exhibited  before  the  physio- 
logical world  as  a  practical  refutation  of  the  theory  of 
cerebral  localisation.     He  enunciated  the  following  theses. 

1.  The  cerebral  cortex  is  the  seat  of  the  higher  intel- 
lectual functions.  Eemoval  of  large  portions  of  both 
hemispheres  degrades  the  intelligence. 

2.  It  is  impossible  by  any  localised  cerebral  lesion  to 
cause  paralysis  of  any  muscle.  The  animal  operated  on, 
retains  volitional  control  over  all  its  muscles. 

3.  It  is  also  impossible  by  any  localised  cortical  lesion 
to  cause  permanent  loss  of  any  sense.     The  animal  retains 
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all  its  sensory  faculties.  After  removal,  however,  of  large 
portions  of  the  cortex  defective  perception  is  induced. 

4.  Animals  in  which  the  parietal  regions  have  been 
destroyed  are  permanently  awkward  in  their  movements, 
and  defective  as  regards  tactile  sensibility.  Animals  in 
which  the  occipital  lobes  have  been  destroyed  are,  as  a 
rule,  more  demented  than  those  in  which  only  the  parietal 
regions  have  been  destroyed.1 

He  pointed  to  his  dog  as  an  illustration  of  the  truth  of 
these  propositions  ;  awkward  in  all  its  movements,  espe- 
cially those  of  the  hind  legs,  but  paralysed  as  to  none  ; 
defective  in  all  its  faculties  of  sense,  and  sensory  perception, 
but  neither  blind,  nor  deaf,  nor  otherwise  totally  deficient. 

Some  exceptions  were  taken  by  my  colleague,  Prof. 
Yeo,  and  others  as  to  the  exact  accuracy  of  Prof.  Goltz's 
description  of  the  extent  to  which  the  respective  motor  and 
sensory  faculties  were  impaired,  but  I  pass  over  these  as 
not  essential  to  the  matter  in  hand. 

When  the  brain  of  the  dog  was  examined  by  a  com- 
mittee appointed  by  the  section,  it  was  found  that  the  lesions, 
though  extensive  in  both  hemispheres,  were  less  than  Prof. 
Goltz  had  imagined,  and  did  not  implicate  the  whole  either 
of  the  so-called  motor  regions,  or  of  the  regions  of  special 
sense  as  defined  by  his  opponents. 

Over  against  Prof.  Goltz's  dog  were  set  two  monkeys, 
in  the  one  of  which  the  greater  portion  of  the  region  in  the 
left  hemisphere  called  motor  had  been  destroyed  many 
months  previously.  The  animal  had  remained  hemiplegic 
on  the  right  side  from  the  date  of  the  operation,  and  at  the 
date  of  exhibition  presented  the  typical  features  (viz.  the 
semiflexed  arm,  and  rigidly  clenched  fingers)  of  hemiplegia 
with  late  rigidity  as  seen  in  man.  The  hemiplegia  was 
seen  and  admitted  by  all,  and  the  permanency  of  the  result 
was  sufficiently  plain  to  all  conversant  with  the  incur- 
able nature  of  hemiplegia  with  late  rigidity  in  human 
patients.  It  was  afterwards  proved,  by  a  committee  of 
investigation,  that  the  lesion  in  this  case  affected  only  the 
1  '  Trans.  Internat.  Med.  Congress,'  1881,  vol.  i,  p.  228. 
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cortical  matter  and  subjacent  medullary  fibres  in  the  region 
where  it  was  stated  to  be  ;  and  the  fact  of  descending* 
degeneration  of  the  pyramidal  tracts  of  the  right  side  of 
the  spinal  cord  was  also  established  at  a  later  date. 

With  the  exception  of  the  motor  paralysis  of  the  right 
side,  the  animal  was  in  all  other  respects  perfectly  well  ; 
full  of  intelligence,  and  acute  in  all  its  sensory  faculties  and 
powers  of  perception. 

The  other  animal  in  which  the  superior  temporo-sphe- 
noidal  convolution  had  some  time  previously  been  destroyed 
on  both  sides,  presented  a  marked  contrast  to  the  first. 
There  was  no  question  as  to  this  animal's  motor  powers, 
for  it  bounded  about  and  climbed  hand  over  hand  with  the 
greatest  agility  and  vivacity  ;  nor  was  there  any  question 
as  to  its  sensory  faculties  except  one,  viz.  hearing,  and  in 
this  respect  it  was  admitted  to  be  totally  deficient ;  for  as 
was  remarked  by  one  present,  it  was  the  only  animal  in 
the  room  that  was  not  startled  by  the  explosion  which  I 
made. 

In  this  condition  of  total  deafness,  with  retention  of  all 
its  other  faculties  both  sensory  and  motor,  it  had  been 
since  the  operation  and  continued  so  till  its  death  a  long 
period  subsequently. 

The  brain  of  this  animal  was  exhibited  at  a  meeting  of 
the  Physiological  Society,  and  will  be  described  in  another 
place.  Suffice  it  to  say  that  the  lesions  were  confined  to 
the  cortical  and  subjacent  medullary  fibres,  in  the  regions 
I  have  indicated. 

It  is  at  once  obvious  tbat  the  second  and  third  of  the 
propositions  enunciated  by  Prof.  Goltz,  and  it  was  so 
admitted  by  himself,  are  demonstrably  erroneous  as  applied 
to  monkeys,  and  that  in  their  case  the  localisation  of  func- 
tion was  incontestably  proved. 

To  some,  however,  it  seemed  as  though  these  demon- 
strations instead  of  definitely  settling  the  question  of 
cerebral  localisation,  had  made  confusion  more  confounded. 
A  word  or  two,  therefore,  on  the  lessons  taught  on  this  occa- 
sion, and  on  the  conclusions  to  which  they  logically  lead. 
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Localisation  of  function  being  admittedly  established  in 
the  case  of  one  vertebrate  animal ;  then,  given  facts  of 
experiment  on  another  animal  of  the  same  type  seem- 
ingly at  variance  with  this  law,  there  is  no  alternative 
between  either  denying  the  universality  of  the  law,  or 
holding  that  the  facts  though  seemingly  at  variance  are 
in  reality  in  perfect  harmony  with  it. 

I  cannot  conceive  it  possible  that  in  the  present  state 
of  biological  science  airy  one  will  be  found  to  maintain 
that  animals  constructed  on  the  same  anatomical  type  can 
differ  so  fundamentally  in  their  physiological  constitution 
as  would  be  implied  in  the  first  alternative.  We  may 
assume,,  therefore,  that  the  whole  question  turns  on  how, 
on  the  principle  of  localisation,  we  are  to  account  for  such 
striking  differences  as  are  observable  between  the  effects 
of  destruction  of  the  cerebral  hemispheres  in  the  different 
orders  of  animals. 

It  would  be  difficult  on  cursory  examination  to  say 
whether  a  frog  or  pigeon  had  had  its  cerebral  hemispheres 
removed  or  not.  For  they  each  maintain  their  normal 
attitude,  and  the  one  will  hop  and  the  other  walk  or  fly  and 
otherwise  respond  to  sensory  stimuli  in  a  manner  little,  if 
at  all,  differing  from  the  normal.  The  universal  power- 
lessness,  however,  of  even  a  dog,  and  much  more  so  of  the 
higher  vertebrates  after  a  similar  operation  would  be  very 
apparent. 

These  facts,  admitted  by  all,  clearly  demonstrate  the 
existence  of  great  differences  in  degree  among  the  different 
orders  of  animals,  in  respect  to  the  part  which  the  cerebral 
hemispheres  play  in  the  ordinary  modes  of  activity,  and 
response  to  various  forms  of  external  stimulation. 

If  it  is  difficult  in  some  animals  to  detect  the  results  of 
removal  of  the  whole  of  the  cerebral  hemispheres,  how 
much  more  difficult  must  it  necessarily  be  to  determine  the 
result  of  removal  of  only  a  portion.  No  one  would  think 
of  denying  a  definite  function  to  the  spleen,  though  it  is  con- 
fessedly difficult  to  determine  the  results  of  its  extirpation. 

The  neglect  of  the  most  obvious  lessons  of  comparative 
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physiology  lias  been  the  cause  of  much  useless  and  barren 
controversy  : — facts  being  urged  in  opposition  to  other  facts 
between  which  no  antagonism  really  exists.  If  to  these 
considerations,  founded  on  comparative  physiological 
research,  we  add  that  unless  the  whole  of  a  given  cortical 
centre  be  destroyed,  the  portion  remaining  may  suffice  for 
the  continuation,  in  some  degree  at  least,  of  the  function 
allotted  to  it,  we  may  arrive  at  a  completely  satisfactory 
explanation  of  the  condition  of  Prof.  Goltz's  dog  in  thorough 
harmony  with  the  fundamental  principle  of  cerebral 
localisation. 

I  have  purposely  excluded  the  evidence  of  clinical 
medicine  in  reference  to  this  question ;  for  the  exact  solu- 
tion of  problems  in  physiology  by  the  fortuitous  experi- 
ments of  disease  in  man  is  always  difficult,  and  nowhere 
more  so  than  in  the  domain  of  cerebral  function.  The 
phenomena  of  cerebral  disease  are  so  complex,  the  factors 
at  work  are  so  indeterminate,  that  they  seldom  admit  of 
exact  analysis  and  computation.  But  though  of  themselves 
clinical  observations  may  be  unable  to  carry  rigid  con- 
clusions as  to  cause  and  effect,  all  physiological  general- 
isations otherwise  founded  must  square  with  the  facts  of 
clinical  observation  before  they  can  be  admitted  as  an 
integral  part  of  the  institutes  of  medicine.  And  on  many 
points,  particularly  where  subjectivity  is  concerned,  obser- 
vations on  man  constitute  the  only  reliable  means  of 
interpretation  of  vital  manifestations. 

Apart  from  some  differences  in  matters  of  detail  which 
do  not  affect  the  main  principle,  localisation  of  cerebral 
function  is  accepted  by  every  recent  writer  on  cerebral 
disease,  as  the  only  possible  explanation  of  the  phenomena. 
Mere  numbers  and  authority,  however,  will  not  stand 
for  evidence,  and  I  do  not  quote  them  as  such.  But,  as 
it  would  be  impossible  for  me  to  set  forth  the  evidence 
here,  I  can  only  refer  inquirers  to  what  I  have  elsewhere 
written  on  the  subject,  and  to  the  facts  contained  in  the 
more  recent  publications  of  Charcot  et  Pitres,  de  Boyer, 
Grasset,  Nothnagel,  Exner,  and  Koss,  as  well  as  to  the 
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cases,  such  as  those  recently  recorded  by  Sharkey,  which 
are  constantly  appearing  in  every  medical  journal. 

Assuming  therefore  that  the  principle  of  cerebral  locali- 
sation, has  become  established  in  physiology  and  clinical 
medicine,  the  ground  is  cleared  for  the  consideration  of 
further  questions  of  great  scientific  and  practical  import- 
ance, on  which  opinion  is  not  unanimous,  and  on  which 
therefore  further  research  is  desirable.  The  first  is,  is 
the  localisation  of  centres  a  matter  of  indifference  or  acci- 
dent ;  or  is  it  dependant  on  structural  peculiarities  and 
connections  which  render  each  centre  as  distinct  from 
others,  as,  e.g.,  one  limb  from  another,  or  the  organ  of 
vision  from  the  organ  of  hearing  ?  Or,  to  put  it  in  the 
form  of  a  simile,  is  the  brain  crust  divided  into  fields  each 
of  which  though  yielding  one  kind  of  produce  usually,  may 
if  need  be,  yield  any  other  ;  or  into  fields  which  yield  only 
one  kind  of  produce,  and  can  yield  no  other  •  or,  according 
to  a  still  third  supposition,  is  it  divided  into  fields,  each  of 
which  yields  most  of  one  kind  of  produce,  but  also  more 
or  less  of  every  sort. 

Each  of  these  three  suppositions  has  its  advocates  and 
defenders.  If  the  localisation  is  merely  accidental  or  in- 
different, perhaps  the  function  of  a  part  lost,  may  be  taken 
on  by  some  or  other  of  those  remaining. 

If  it  is  structural,  this  would  be  as  impossible  as  that 
the  organ  of  hearing  should  perform  the  functions  of  the 
organ  of  vision,  or  that  the  nervous  apparatus  which  moves 
the  leg  should  also  move  the  tongue,  or  act  as  the  centre 
of  taste. 

The  question  is  one  which  ought  to  admit  of  definitive 
settlement  by  properly  directed  research. 

The  indifferent  theory  has  been  adopted  by  many,  under 
the  name  of  "  functional  compensation/'  as  affording  the 
most  satisfactory  explanation  of  the  apparent  recovery 
after  destruction  of  the  cortical  centres  of  motion  in  certain 
of  the  lower  animals. 

If  it  should  appear,  however,  that  in  monkeys  and  still 
higher  animals,  it  is  possible  by  total  extirpation  of  a 
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given  centre,  to  cause  complete  and  permanent  annihilation 
of  a  given  faculty  of  sense  or  motion,  all  others  remaining 
intact,  it  is  obvious  that  the  hypothesis  of  functional  com- 
pensation is  uncalled  for. 

Those  who  consider  this  established,  explain  the  appa- 
rent recovery  in  the  lower  animals,  on  the  principles 
already  laid  down  respecting  the  differences  in  degree  in 
which  the  motor  faculties,  and  powers  of  response  to  sen- 
sory stimuli,  are  affected  by  destruction  of  the  cerebral 
hemispheres  in  different  orders  of  animals.  The  so-called 
functional  compensation  of  the  hemispheres  is  in  reality  no 
compensation  at  all,  but  only  a  manifestation  of  the  activity 
of  lower  centres. 

In  addition  to  the  facts  of  experimental  physiology 
demonstrating  the  possibility  of  entirely  and  permanently 
annihilating  a  given  function  or  faculty,  others  are  adduced 
in  favour  of  a  rigid  structural  localisation  of  centres. 

Though  the  grey  matter  of  the  cortex  appears  similar 
throughout,  and  composed  of  elements  common  to  every 
region  more  or  less,  yet  recent  histological  researches,  par- 
ticularly those  of  Bevan  Lewis,  have  succeeded  in  deter- 
mining the  existence  of  numerous  peculiarities  in  structu- 
ral arrangement  and  collocation  in  different  regions  of  the 
cerebral  cortex. 

The  significance  of  these  structural  peculiarities  is  by 
no  means  apparent,  but  that  they  exist  and  have  a  mean- 
ing, which  may  one  day  become  clear,  there  is  no  reason 
to  doubt. 

Next,  and  perhaps  of  more  intelligible  signification  than 
these  histological  characters,  are  the  facts,  now  indubitably 
established,  both  by  physiological  experiment  and  human 
pathology,  that  when  certain  regions  of  the  cortex,  viz. 
those  termed  motor,  are  destroyed,  and  no  others,  secondary 
degeneration  ensues  in  the  pyramidal  tracts,  down  the 
whole  length  of  the  spinal  cord. 

The  inference  drawn  from  these  data  is,  that  just  as  the 
motor  nerves  are  connected  with  the  anterior  horns  of  the 
spinal  cord,  so  the  pyramidal  tracts  of  the  spinal  cord  are 
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connected  with  certain  regions  of  the  cortex  cerebri, 
showing  therefore  a  fundamental  difference  as  regards 
anatomical  connections  between  one  region  of  the  cortex 
and  another. 

It  is  argued  also  that  if  the  pyramidal  tracts  had  other 
connections,  destruction  of  other  regions  than  the  motor 
would  induce  secondary  degeneration  also, — which  is  not 
the  case  ;  and  that  these  connections  if  they  existed  should 
prevent  the  atrophy  and  degeneration  which  occur  on  des- 
truction of  the  motor  area. 

As  regards  regions  related  to  the  organs  of  sense,  it  is 
claimed  as  an  established  fact,  that  the  destruction  of  a 
certain  cortical  region  on  both  sides,  causes  complete  and 
permanent  loss  of  vision,  followed  in  due  course  by  atrophy 
of  the  optic  discs. 

This  is  relied  on  as  proving  that  this  region  is  anatomi- 
cally the  cerebral  expansion  of  the  optic  tracts ;  and  that 
the  complete  abolition  of  vision,  and  subsequent  atrophy 
of  the  optic  nerves,  show  that  this  region  is  alone  the 
centre  of  vision ;  and  that  if  the  optic  nerve  has  connec- 
tions with  any  other  region  or  regions,  these  are  unable 
to  form  the  substrata  of  the  visual  sense,  or  to  prevent 
wasting  of  the  optic  nerve. 

No  similar  observations  have  as  yet  been  made  on  the 
trophic  relations,  if  any,  between  particular  cortical  areas 
and  other  organs  of  special  sense. 

Some  cases  have  however  been  published  in  favour  of 
the  occurrence  of  atrophy  of  certain  cortical  regions,  as 
the  result  of  long  standing  deprivation  or  congenital 
absence  of  some  limb  or  organ  of  sense.  Many  of  them 
have,  however,  an  extremely  slender  foundation,  and  much 
is  required  in  the  way  of  future  research  before  conclusions 
can  be  safely  founded  on  them. 

But  if  succeeding  research  should  establish  these  facts  to 
be  free  from  doubt  and  uncertainty,  and  if  all  the  statements 
should  be  substantiated  in  reference  to  the  permanence  of 
the  effects  of  cortical  lesions,  and  the  consecutive  degene- 
ration of  certain  tracts  and  organs,  the  question  of  in- 
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different  or  rigid  structural  localisation  will  have  been 
definitively  settled. 

After  the  fundamental  principle  of  localisation  itself 
however,  all  other  points  involved  in  this,  whatever  may 
be  their  scientific  interest,  sink  in  importance,  as  regards 
practical  aims,  in  comparison  with  those  relating  to  the 
exact  delimitation  of  the  respective  cortical  centres.  Here 
we  meet  with  considerable  diversity  of  opinion  among 
those  who  have  experimentally  and  clinically  investigated 
the  subject.  This  has  been  made  use  of  by  some,  and 
very  illogically,  as  an  argument  against  localisation  alto- 
gether. It  might  be  alleged  with  just  as  much  reason 
that  any  differences  of  opinion  among  the  Fellows  of  this 
Society  on  questions  brought  before  them,  are  a  sign  of 
instability  on  the  part  of  the  Society  itself. 

I  should  require  a  treatise,  rather  than  the  limits  of  a 
brief  sketch,  to  place  before  you  the  various  facts  and 
arguments  on  each  head,  and  I  should  have  to  import 
many  things  of  my  own  as  yet  unpublished,  for  which 
this  is  neither  the  time  nor  place. 

I  content  myself,  therefore,  with  merely  indicating  the 
points  in  which  there  is  more  or  less  harmony,  or  the 
reverse. 

The  convolutions  bounding  the  fissure  of  Eolando  are, 
without  exception,  regarded  as  having  a  special  relation 
to  the  motor  powers.  Whether  motor  disorders  are  in- 
variably caused  by  lesions  in  this  region  is  a  point  of 
capital  importance.  If  clinical  research  should  establish 
the  existence  of  an  unexceptionable  case  of  total  destruction 
of  this  so-called  motor  region  without  motor  paralysis,  such 
a  case  will  do  more  towards  demolishing  the  whole  theory 
of  the  existence  of  motor  centres  in  the  human  brain  than 
the  many  hundreds  of  cases  adduced  in  support  of  it.  But 
naturally,  considering  the  harmony  which  otherwise  exists 
between  the  positive  clinical  instances  and  the  established 
data  of  experimental  physiology,  we  have  a  right  to  demand 
something  more  than  mere  vague  assertion  or  crude  in- 
vestigation before  a  negative  instance  can  be  admitted  as 
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proved.  None  such  has  as  yet  been  put  on  record.  All 
the  doubtful  cases,  extremely  few  in  number,  bear  only 
on  the  precise  limits  of  the  respective  centres,  and  not  on 
the  general  question  of  the  existence  or  not  of  a  special 
motor  area. 

The  centres  of  hearing  have  been  shown  before  the 
physiological  world  to  be  in  the  superior-temporo-sphenoidal 
convolutions,  and  numerous  clinical  observations  have  been 
put  on  record  favoring  the  existence  of  a  causal  relation- 
ship between  lesions  of  this  region  in  the  left  hemisphere, 
and  the  occurrence  of  the  defect  termed  "word  deafness," 
■ — a  defect  in  the  re-presentative  functions  of  the  auditory 
centres.  Nothing,  however,  comparable  to  the  absolute 
deafness,  presentative  and  re-presentative,  seen  in  monkeys 
from  bilateral  destruction  of  these  regions,  has  as  yet  been 
observed  in  man. 

The  centres  of  vision  are  still  the  subject  of  some 
differences  of  opinion ;  but  these  have  reference  not  so 
much  to  the  general  position  as  to  the  exact  delimitation 
of  the  anterior  boundary,  and  to  the  relations  of  each 
centre  to  the  central  and  peripheral  portions  of  the  retina 
respectively.  Clinical  observations  are  being  published 
in  considerable  number  demonstrating  the  occurrence  of 
isolated  affection  of  vision  in  connection  with  cortical  and 
subcortical  lesions  in  the  occipito-angular  region ;  and  the 
differences  between  the  published  views  on  the  exact 
relations  of  the  centres  and  organs  of  vision,  are  in  process 
of  being  settled. 

The  centres  of  smell  and  taste  are  less  definitely 
determined,  owing  to  unavoidable  difficulties  in  experi- 
mentation ;  but  the  greatest  differences  of  all  obtain  in 
reference  to  the  localisation  of  the  centres  of  common  and 
muscular  sensibility.  A  considerable  number  of  physio- 
logists place  them  in  the  so-called  motor  region ;  while  I 
have  all  along  held,  and  hold,  both  on  experimental  and 
clinical  grounds,  that  the  centres  of  common,  including 
muscular,  sensibility,  are  anatomically  entirely  distinct  from 
those  of  motion,  and  situated  in  a  special  cortical  region. 
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It  is  of  the  utmost  importance  that  this  question  should 
be  settled,  for  it  involves  vital  issues  in  the  regional 
diagnosis  and  differentiation  of  cortical  from  other  cere- 
bral lesions.  In  this  respect  clinical  observation — careful 
and  accurate  work — has  a  transcendent  value  ;  and  there 
is  every  reason  to  believe  that  this,  in  combination  with 
the  more  precise  experimental  method,  will  at  no  distant 
date  succeed  in  solving  outstanding  difficulties,  securing 
general  harmony  of  opinion,  and  placing  cerebral  localisa- 
tion and  the  regional  diagnosis  of  cerebral  disease  on  a 
firm  and  unassailable  foundation.  In  no  department  of 
medical  science  is  more  activity  being  manifested ;  and 
there  is  no  field  more  inviting  or  more  likely  amply  to 
repay  cultivation. 

The  following  words  of  Marshall  Hall  are  perhaps  more 
pertinent  now,  than  they  were  to  his  own  time  :  "  In 
every  point  of  view  there  is  much  to  be  done.  Every 
encouragement  should  be  given  to  the  diligent  and  devoted 
investigator;  every  obstacle,  every  kind  of  injustice,  every 
source  of  disgust  and  of  indignation,  should,  for  the  sake  of 
science,  for  the  honour  of  our  institutions,  be  removed. 
The  physician,  who  devotes  himself  to  investigation,  espe- 
cially, makes  a  thousand  sacrifices;  his  path  requires  cheer- 
ing, and  should  not,  as  it  need  not,  be  unjustly  obstructed 
or  beset  with  thorns.-"1 

Though  the  value  of  scientific  investigation  is  by  no 
means  to  be  measured  by  its  practical  utility,  yet  the  value 
of  a  scientific  fact  or  principle  is  enhanced  in  the  eyes  of 
all  mankind  when  it  is  useful  as  well  as  true. 

Tested  by  the  standard  of  practical  utility,  what,  it  is 
asked,  has  cerebral  localisation  done,  or  is  it  likely  to  do, 
towards  a  more  successful  treatment  of  cerebral  disease 
than  we  yet  can  boast  of  ? 

Up  to  the  present  I  think  that,  with  a  few,  though 
significant  exceptions,  the  benefits  of  the  scientific  doctrine 
of  cerebral  localisation  have  been  absorbed,  like  so  much 

1  'New  Memoir  on  the  Ner  vous  System  : — On  the  True  Spinal  Marrow,5 
p.  94. 
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latent  heat,  by  medical  science  itself,  as  distinct  from 
medical  or  surgical  practice. 

It  has  been  a  lamp  to  lighten  the  path  of  the  clinicist 
through  darkness  almost  chaotic ;  it  has  sharpened  clinical 
vision,  so  that  now  many  things  are  clearly  seen  which 
were  formerly  supposed  not  to  exist ;  it  has  given  a  pre- 
cision to  clinical  and  pathological  descriptions  which  will 
be  searched  for  in  vain  in  the  older  records  of  cerebral 
disease  ;  it  has  cleared  our  conceptions  as  to  the  signifi- 
cance of  numerous  symptoms,  and  rationalised  many  purely 
empirical  generalisations,  and  is  every  day  bringing  us 
nearer  to  that  which  Yirchow  has  termed  the  goal  of 
modern  medicine ;  viz.  the  localisation  of  disease. 

But  when  this  has  been  reached  as  regards  cerebral 
disease,  when  we  are  able  to  determine  the  exact  nature 
and  position  of  the  materies  morbi ;  is  it  at  all  likely  that 
we  shall  stop  here  ?  This  would  be  very  improbable,  even 
though  we  should  as  yet  have  none,  or  only  the  most 
vague  notions  in  what  direction  practice  might  be 
influenced. 

But  there  are  already  signs  that  we  are  within  measur- 
able distance  of  the  successful  treatment  by  surgery  of 
some  of  the  most  distressing  and  otherwise  hopeless  forms 
of  intracranial  disease,  which  will  vie  with  the  splendid 
achievements  of  abdominal  surgery.  What  can  be  more 
terrible  than  the  agonising  headache,  the  torturing  sick- 
ness, the  racking'  convulsions,  the  loss  of  sight,  the  pro- 
gressive paralysis  and  mental  infirmity,  and  miserable 
death  from  a  cerebral  tumour,  which  we  daily  see  and 
foresee,  and  are  powerless  to  avert  by  any  means  known 
to  our  art  ?  It  is  natural  that  physicians  should  hesitate 
to  advise  surgical  operations  on  the  brain,  and  that 
surgeons  should  stay^  their  hands  until  the  principles  of 
diagnosis  of  reachable  disease  should  have  become  esta- 
blished with  as  near  an  approach  to  certainty  as  is 
possible,  where  all  is  hidden  from  the  eye  and  hand. 

But  granting  this,  is  there  any  reason  why  a  surgeon 
should  shrink  from  opening  the  cranial  cavity,  who  fear- 
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lessly  exposes  the  abdominal  viscera  ?  The  peritoneum 
was  until  a  very  recent  date  held  sacred  and  inviolable. 
The  dura  mater  and  brain  are  much  in  the  same  position 
now. 

But  after  what  I  have  seen  of  the  unfailing  safety,  the 
freedom  from  all  untoward  results  as  regards  health  and 
life,  with  which  the  most  formidable,  and  repeated  opera- 
tions can  be  performed  on  the  brain  and  its  coverings, 
under  stringent  autiseptic  precautions, — and  these  on 
animals  of  the  most  delicate,  almost  human,  organisation, 
— I  cannot  but  believe  that  similar  results  are  capable  of 
being  achieved  on  man  himself. 

Apart  from  secondary  inflammation  and  its  consequences, 
which  can  be  absolutely  prevented,  there  is  no  risk  to 
life  from  even  extensive  destruction  of  the  cerebral  hemi- 
spheres. It  is  true  that  in  attempts  to  remove  tumours, 
or  locally  treat  other  forms  of  disease,  we  may  injure  or 
destroy  healthy  portions  of  brain  tissue.  And  what  will 
follow  ? 

Not  necessarily  mental  disorders  or  appreciable  mental 
defect.  With  the  exception  of  certain  functions  arrogated 
by  the  left  hemisphere,  we  have  for  mental  purposes  prac- 
tically two  brains ;  and  diseases  are  not  always  on  the  left 
side.  The  records,  and  our  daily  experience  of  disease 
and  injury  of  the  brain,  show  that  considerable  portions 
of  brain  substance  may  be  destroyed  without  great  danger 
to  mental  stability.  But  paralysis  may  ensue,  more  or 
less  extensive,  or  defects  in  special  sense,  according  to  the 
position  and  amount  of  the  lesion.  Such  risks  undoubtedly 
exist,  as  well  as  others  incident  to  the  operation  itself,  as 
also  to  all  surgical  operations. 

But  the  choice  is  not  between  this  and  any  other  mode 
of  treatment,  but  between  running  these  risks  and  certain 
death. 

And  I  have  no  doubt  that  there  are  many  who,  if  they 
had  the  choice,  would  go  through  life,  if  not  enjoying  it, 
halt  or  hemiopic,  rather  than  perish  miserably  after,  it  may 
be,  years  of  incessant  suffering. 
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Ne  sutor  ultra  crejpidam  !  I  think  I  hear  remarked. 

I  applaud  the  sentiment,  but  as  in  this  matter  I  have 
had  the  experience  of  the  surgeon,  as  well  as  of  the 
physiologist  and  physician,  I  have  thought  that  I  might 
venture  on  these  suggestions  without  appearing  to  go  very 
far  beyond  my  "  last." 
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CASE 

OF 

SPONTANEOUS  INGUINAL  ANEURISM 

IN  A  BOY  AGED  TWELVE  YEARS  ; 
FOR  WHICH  THE  EXTERNAL  ILIAC  ARTERY  WAS  TIED. 

WITH 

A  TABLE  OF  ALL  THE  OTHER  RECORDED  CASES  OF  EXTERNAL 
ANEURISM  IN  PERSONS  UNDER  TWENTY  YEARS  OF  AGE. 

BY 

KOBERT  WILLIAM  PARKER,  M.K.C.S.  Encl, 

SURGEON  TO  THE  EAST  LONDON  HOSPITAL  FOE  CHILDREN. 


(Received  October  5th— Read  November  13th,  1883.) 


The  rarity  with  which  external  aneurisms  are  met  with 
in  young*  persons  induces  me  to  lay  the  present  case  before 
the  Society. 

Frederick  L— }  get.  12  years  and  seven  months,,  a  German 
by  birth,  was  admitted  into  the  East  London  Hospital  for 
Children  on  October  31st,  1882. 

Previous  history. — The  patient's  mother  having  died  five 
or  six  years  previously,  no  very  reliable  history  could  be 
obtained.  As  far  as  could  be  ascertained  there  was  no 
evidence  of  rheumatism  nor  of  syphilis.  He  had  began 
to  suffer  from  hip-joint  disease  on  the  right  side  when 
between  two  and  three  years  old.  This  was  said  to  have 
been  caused  by  an  injury.     Owing  to  this  disease  he  had 
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used  a  crutch,  and  though  going  regularly  to  school  had 
never  engaged  in  rough  play  like  other  boys. 

Present  illness. — This  began  suddenly.  On  October 
1st  he  went  to  bed  in  his  usual  health  and  was  roused  up 
from  sleep  in  the  middle  of  the  night  by  a  "  cutting  "  pain  in 
the  left  groin  running  down  the  thigh  towards  the  knee ; 
however,  he  got  up  next  morning  and  went  to  school  as 
usual.  In  a  "  day  or  two  "  the  boy  noticed  a  "  lump  "  in  his 
groin ;  the  pain  continued  and  was  so  aggravated  by 
walking  that  he  gave  up  going  to  school.  The  lump  was 
not  seen  by  a  doctor  until  two  days  before  his  admission 
to  the  hospital. 

Condition  on  admission. — The  boy  is  very  pale  and 
emaciated.  His  lingers  and  toes  are  slightly  clubbed.  In 
the  left  groin,  just  below  Poupart's  ligament,  there  is  a 
swelling  in  the  course  of  the  femoral  artery,  which  pulsates. 
This  swelling  is  somewhat  square  in  shape,  measuring 
about  two  inches  from  side  to  side.  The  pulsation  is 
most  marked  along  the  outer  border  of  this  swelling, 
where  it  passes  beneath  the  Sartorius  muscle ;  it  is  so 
forcible  that  a  pulsatile  movement  is  apparent  on  the 
outer  surface  of  the  thigh  just  above  the  trochanter.  This 
pulsation  is  quite  arrested  when  pressure  is  made  on  the 
external  iliac  artery.  A  purring  vibration  is  felt  in  the 
arteries  below  the  aneurism,  as  low  down  as  the  dorsalis 
pedis.  The  pulsation  below  the  aneurism  is  much  weaker 
than  on  the  opposite  side.  The  superficial  vessels  of  the 
leg  are  not  enlarged,  neither  is  there  any  oedema.  The 
thigh  can  be  fully  extended,  but  some  pain  is  felt  in  the 
groin  on  making  extension.  Slight  (reflected)  pain  is  also 
present  on  the  inner  aspect  of  the  knee.  His  right  femur 
is  firmly  anchylosed  to  the  pelvis  at  an  angle  of  115°. 
There  is  no  pain  or  tenderness  whatever  in  this  limb  ;  but 
the  purring  vibration  described  in  the  left  leg  is  felt  in 
all  the  arteries  of  the  right  leg  down  to  the  foot.  This  is 
best  appreciated  by  grasping  the  limb  with  the  hand  ;  it 
suggests  the  sensation  of  small  hard  bodies  circulating  with 
the  blood.    The  pulsation  in  the  articular  arteries  about 
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the  knee  is  very  visible  and  striking  ;  these  arteries  all 
appear  to  be  enlarged. 

On  inspecting  the  chest,,  which  is  of  a  very  rickety  type, 
a  strong,  heaving  pulsation  is  noticed  about  the  inner  ends 
of  the  clavicles,  while  the  visible  cardiac  pulsation  extends 
for  some  distance  beyond  the  left  nipple.  On  percussion, 
cardiac  dulness  is  found  not  to  extend  beyond  the  right 
border  of  the  sternum  ;  it  is  absolute  as  far  as  the  mid-line 
of  the  sternum,  and  for  about  half  an  inch  outside  the  nipple 
line;  it  commences  above  in  the  second  space  and  reaches 
down  to  the  sixth.  On  auscultation  a  loud  constrictive  and 
a  regurgitant  aortic  murmur  are  audible  at  the  base.  There 
is  a  soft  mitral  murmur  at  the  apex,  which  is  audible  also 
at  the  angle  of  the  scapula.  The  lungs  do  not  present 
any  signs  worthy  of  record ;  breath  sounds  are  weak. 

The  right  radial  pulse  is  markedly  stronger  than  the  left, 
the  reason  for  which  is  not  very  obvious;  both  beat  112 
per  minute,  and  are  of  the  "  water  hammer  "  type. 

The  following  tracings  were  obtained  ;  4  oz.  pressure 
used  in  each  case. 

Right  radial  pulse. 


Left  radial  pulse. 

The  fundus  of  the  eye  is  found  to  be  quite  normal.  The 
urine  is  healthy. 

As  the  boy  had  been  badly  fed  for  a  long  time  past  it 
was  decided  not  to  operate  at  once  ;  he  was  kept  quiet  in 
bed,  and  put  upon  a  generous  diet. 
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On  November  10th,  eleven  days  after  his  admission,  I 
ligatured  the  external  iliac  artery  under  a  carbolic  spray, 
using  for  the  ligature  Chinese  twist-silk  well  soaked  in  5 
per  cent,  carbolic  acid  solution.  There  was  no  obvious 
disease  in  the  artery  at  the  spot  tied.  The  operation 
presented  no  difficulty  whatever.  The  limb  was  subse- 
quently enveloped  in  cotton  wool.  At  8  p.m.  the  circula- 
tion in  the  limb  was  good  and  the  toes  of  the  left  foot  were 
almost  as  warm  as  those  of  the  right.  The  wound  healed 
by  the  first  intention,  except  at  the  spot  where  the  drain- 
age-tube emerged. 

On  November  18th  a  raised  erythematous  blush  was 
noticed  on  his  left  cheek,  and  there  was  some  elevation  in 
his  temperature  ;  a  few  days  later  this  redness  had  assumed 
an  erysipelatoid  character,  and  spread  across  the  nose 
to  the  right  side  of  the  face ;  his  temperature  rose  to 
102°  F. 

On  December  4th,  at  10  p.m.,  he  vomited  some  blood, 
and  a  motion  which  he  passed  about  the  same  time  also 
contained  blood.  It  was  then  found  that  haemorrhage  was 
going  on  from  the  posterior  nares  ;  this  continued  more  or 
less  all  night  though  various  measures  were  ineffectually 
tried  to  arrest  it. 

On  December  5th,  at  9  a.m.,  he  was  blanched;  his 
temperature  was  97°  F.,  and  his  pulse  hardly  perceptible. 
On  examining  the  pharynx  a  slight  trickling  of  blood  could 
still  be  seen.  At  6.30  p.m.  he  vomited  profusely,  after 
which  he  gave  two  or  three  gasps  and  died. 

The  autopsy  was  made  twenty-four  hours  after  death. 
In  the  head  all  the  arteries  were  carefully  examined  ;  no 
lesion,  obstructive  or  otherwise,  was  discovered.  The 
membranes  and  substance  of  the  brain  were  healthy  ;  there 
was  no  effusion  into  the  ventricles.  The  lungs  were  every- 
where adherent  to  the  chest  walls  ;  they  were  rather  cede- 
matous,  but  presented  no  trace  of  pneumonia  nor  of  infarcts. 
The  liver  and  spleen,  stomach  and  intestines,  and  the 
kidneys  were  all  quite  healthy.  The  right  hip-joint  was 
firmly  anchylosed  to  the  pelvis;  within  its  capsule  was 


IN  A  BOY. 


00 


some  inspissated  caseous  matter.  The  heart  was  removed 
together  with  the  aorta,  and  its  terminal  branches  as  far 
as  the  popliteal  spaces.  Beyond  the  aneurism  itself  no 
other  abnormality  of  any  kind  was  detected.  Portions  of 
the  arterial  walls  were  subsequently  examined  microscop- 
ically with  a  like  negative  result. 

The  ventricles  were  much  hypertrophied,  the  left  one 
being  quite  half  an  inch  thick.  The  mitral  valve  was  not 
diseased.  The  aortic  valves  were  much  thickened  ;  they 
were  covered  over  with  loose  vegetations,  some  being  very 
large. 

The  aneurism  was  quite  consolidated,  being  filled  with 
laminated  clot.  It  involved  the  femoral  artery  at  a  point 
just  above  and  including  the  origin  of  the  profunda. 
The  fibres  of  the  anterior  crural  nerve  were  spread  out 
upon  the  sac. 

At  the  seat  of  ligature  there  was  a  narrow  band  of 
white  cicatricial  tissue,  in  the  centre  of  which  at  one  point 
the  unaltered  silk  ligature  could  be  perceived.  There  was 
a  little  partially  decolorised  clot  above  and  below  the  seat 
of  constriction.  Below  this,  and  above  the  aneurism, 
there  was  about  three-quarters  of  an  inch  of  apparently 
unobliterated  artery.  (See  the  illustration  at  page  66.) 
The  preparation  is  preserved  in  the  College  of  Surgeons' 
Museum  (No.  in  Catalogue  3241a). 

Remarks. — It  may  be  well  to  say  that  I  use  the  term 
<c  spontaneous  aneurism  "  to  signify  an  aneurism  which  is 
not  due  to  a  penetrating  wound  of  an  artery.  It  would 
be  difficult  without  some  such  arbitrary  definition  to  say 
where  spontaneous  aneurism  leaves  off,  and  where  the 
traumatic  variety  begins  ;  for  it  is  quite  impossible  to  prove 
that  external  influences,  such  as  sudden  strains,  blows, 
sudden  or  long-continued  exertion  leading  to  increased 
heart  pulsation,  are  not  largely  concerned  in  the  produc- 
tion of  the  so-called  spontaneous  aneurism,  even  in  cases 
in  which  a  morbid  condition  of  the  vessel  is  found. 

The  causes  of  such  aneurisms  and  their  exact  mode  of 
production  are  little  understood.    In  my  own  case,  the 
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cause  was  not  by  any  means  obvious.  The  aortic  valves 
were  much  diseased,  but  no  infarcts  were  found  in  any  of 
the  viscera  after  death.  There  was  no  history  of  rheuma- 
tism nor  of  syphilis,  nor  of  any  injury  to  the  vessel  either 
direct  or  indirect.  Owing  to  the  uselessness  of  the  right 
lower  limb,  however,  the  left  one  was  unduly  worked,  and 
might  even  occasionally  be  overstrained  in  consequence. 

Whether,  or  how,  this  excessive  use  of  the  left  limb  may 
have  contributed  to  the  formation  of  the  aneurism  it  is 
difficult  to  say.  A  marked  feature  in  this  case  were  the 
intensity  and  force  of  the  heart's  impulse ;  even  after  the 
boy  had  been  kept  at  rest  in  bed  for  a  week  arterial  pul- 
sation was  very  violent  and  could  be  seen  in  all  places, 
where  the  arteries  were  at  all  superficial.  Such  action  was 
well  calculated  to  put  a  severe  strain  on  the  arterial  system, 
and  if  marked  disease  had  existed  at  any  spot  it  must 
almost  necessarily  have  led  to  arterial  dilatation.  With 
regard  to  degeneration  of  the  coats  of  arteries  as  a  cause 
of  this  aneurism,  a  careful  examination  of  the  arterial 
trunks  after  death  failed  to  detect  disease  at  any  spot 
(except  the  aneurism  itself),  nor  did  the  microscope  reveal 
any  changes  which  the  naked  eye  might  have  overlooked. 

Concerning  age,  as  a  general  cause  of  aneurism,  the 
foregoing  case  is  interesting  on  account  of  the  youth  of 
the  patient.  If  we  exclude  the  intracranial  cases,  spon- 
taneous aneurism  is  rare  in  subjects  under  twenty  years  of 
age.  In  consulting  the  standard  works  on  the  subject  I  was 
at  first  led  to  imagine  that  even  more  cases  had  occurred 
than  is  actually  the  case.  In  the  various  tables  of  collected 
cases  which  have  been  published,  the  individual  cases 
have  doubtless  been  tabulated  more  than  once,  and  hence 
the  mistake. 

With  a  view  to  greater  accuracy  I  have  tabulated  all 
the  cases  of  extracranial  spontaneous  aneurism  occurring 
in  subjects  under  twenty  years  of  age,  of  which  I  could  find 
original  records,  and  as  some  of  these  records  are  not  within 
easy  reach,  I  have  added  to  the  table  a  very  brief  abstract 
of  the  notes  of  each  of  the  cases. 
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Among  alleged  causes,  and  more  especially  as  a  cause 
of  aneurism  in  young  subjects,  must  be  mentioned  embolism. 
In  analysing  the  foregoing  table  of  cases,  we  cannot  fail 
to  notice  the  frequency  with  which  valvular  disease  of  the 
heart  has  been  found  coexistent  with  aneurism.  Thus 
of  the  15  tabulated  cases  in  2  cases  only  (Nos.  6  and  9) 
is  the  heart  stated  to  have  been  healthy.  In  5  cases  (Nos. 
1,  2,  3,  5,  and  8)  its  condition  is  not  recorded,  while  in  8, 
the  remaining  cases  (Nos.  4,  7,  10,  11,  12,  13,  14,  and  15) 
it  is  stated  to  have  been  diseased.  These  fifteen  cases  of 
extracranial  aneurism  are  too  few  in  number  to  allow  us 
to  arrive  at  any  definite  conclusion  as  to  their  cause  or 
exact  mode  of  formation.  Even  if  we  fall  back  on  the 
much  more  numerous  cases  of  intracranial  aneurism  (which, 
whether  occurring  in  young  subjects  or  in  adults,  are  now 
generally  believed  to  be  due  to  embolism)  the  question 
cannot  be  positively  settled.  Nevertheless,  the  frequency 
of  their  association  largely  strengthens  the  view  that 
embolism  stands  in  some  etiological  relation  to  aneurism. 

Since  Dr.  Kirkes  first  (in  this  country)1  drew  attention 
to  this  subject,  many  other  papers  have  been  published 
tending  to  confirm  his  views  and  to  enlarge  and  point 
their  bearing  on  aneurismal  pathology. 

Sir  Wm.  Gull,2  in  a  paper  "  On  Aneurisms  of  the  Cerebral 
Vessels/''  says,  "  Whenever  young  persons  die  with  symp- 
toms of  ingravescent  apoplexy  .  .  .  the  presence  of 
an  aneurism  is  probable.     .  " 

Mr.  T.  Holmes3  relates  a  case  in  which  the  left  internal 
carotid  artery  was  affected  by  aneurism  at  the  anterior 
part  of  the  cavernous  sinus.  The  tumour  was  as  large  as 
a  small  nut.  The  dilatation  seemed  to  involve  the  whole 
circumference  of  the  vessel,  which  was  perfectly  healthy 
in  the  rest  of  its  course.  The  patient,  a  boy,  ast.  16,  was 
originally  admitted  into  St.  George's  Hospital  on  August 
21st,  1860,  with  heart  disease,  but  unconnected  with  any 

1  In  the  35th  volume  of  our  own  Transactions. 

2  '  Guy's  Hospital  Reports/  3rd  series,  vol.  v,  1859,  p.  281. 

3  '  Pathological  Soc.  Trans.,'  vol.  xii,  p.  61, 1861. 
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history  of  rheumatism.  There  were  clear  indications  of 
mitral  disease  and  hypertrophy  of  the  heart.  He  died  some 
weeks  later,  and  on  examination  a  copious  deposit  of  bead- 
like lymph  was  found  lining  the  internal  surface  of  the 
left  auricle  ;  and  masses  of  similar  lymph  appeared  also  on 
the  edges  of  the  mitral  valve.  From  the  occurrence  of 
embolism  in  the  viscera,  and  the  presence  of  vegetations 
on  the  valves,  Mr.  Holmes  concluded  that  "  embolism  was 
probably  the  cause  of  the  aneurism." 

Dr.  Ogle  also  contributed  a  valuable  paper  on  this  sub- 
ject and  case,1  in  which  he  argued  to  the  same  conclusion. 
More  recently  Dr.  Church2  published  a  little  monograph 
"  On  the  Formation  of  Intracranial  Aneurisms  in  Early 
Life,"  in  which  he  tabulates  thirteen  cases  (including 
four  under  his  own  care)  in  subjects  under  twenty  years 
of  age ;  the  arteries,  without  exception,  are  stated  to 
have  been  free  from  atheroma  or  other  disease ;  in 
seven  of  the  cases  the  heart  was  diseased,  and  in 
six  of  these  there  were  vegetations  on  the  valves ;  in 
four  of  the  cases  the  state  of  the  heart  is  not  mentioned. 
From  these  facts  he  concludes  "  that  disease  of  the  arte- 
rial wall  is  very  rarely  if  ever  a  cause  of  cerebral 
aneurisms  in  the  young."  On  the  other  hand  "  the  ex- 
treme rarity  of  the  disease  renders  it  impossible  that  the 
co -existence  of  vegetations  on  the  endocardium  and 
aneurism  of  cerebral  arteries  can  in  all  these  instances  be 
due  to  fortuitous  circumstances.'''  Dr.  Church  further 
emphasised  these  facts  by  contrasting  them  with  cases  of 
aneurism  in  adults.  He  examined  fifteen  consecutive 
cases  in  the  dead-house  of  the  hospital,  and  found  the 
cardiac  valves  in  every  case  quite  free  from  vegetations. 

Interesting  cases  of  aneurism  in  young  subjects,  asso- 
ciated with  valvular  disease  of  the  heart  and  infarcts  in 
internal  organs  are  also  recorded  in  vol.  xxviii  of  the 
Pathological  Society's  Transactions  (1877)  by  Mr.  Bryant 
and  Dr.  Goodhart.    After  discussing  the  subject  the  con- 

1  '  Medical  Times  and  Gazette,'  1866,  vol.  i,  p.  196. 

2  '  St.  Bartholomew's  Hospital  Reports,'  vol.  vi,  1870,  p.  99. 
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elusion  was  that  "  embolism  and  aneurism  had  the  relation 
to  each  other  of  cause  and  effect  "(loc.  cit.  p.  112). 

The  foregoiug  cases  make  it  all  but  certain  that  embo- 
lism leads  to  aneurism,  yet  it  is  by  no  means  easy  to  ex- 
plain the  exact  mode  in  which  the  aneurism  is  brought 
about.  Unfortunately  there  are  no  cases  at  our  disposal, 
in  which  an  aneurism  is  actually  in  process  of  formation, 
although  there  are  many  cases  illustrating  other  effects 
of  embolism — such  as,  dilatation  of  arteries  above  the 
seat  of  obstruction,  and  infarcts  and  their  consequences 
in  internal  organs  in  all  stages.  Thus  Mr.  Shaw,1  in  des- 
cribing a  case  of  plugging  of  the  right  middle  cerebral 
artery,  says  the  artery  was  obstructed  "  by  a  firm  white 
substance  causing  it  to  be  stretched  to  about  one  third 
above  its  usual  size."  Mr.  Joliffe  Tuffnell2  relates  a 
remarkable  case  of  dilatation  of  the  popliteal  artery.  This 
dilatation  during  life  had  been  regarded  as  u  aneurism al/ y 
but  it  disappeared  in  large  part  after  collateral  circulation 
had  been  established.  When  the  patient  died  the  artery 
was  examined.  "  No  disease  whatever  could  be  found  in  the 
upper  portion,  but  towards  its  lower  end  it  had  been  con- 
verted into  a  fibrous  cord  of  greyish-yellow  colour,  as 
solid  as  the  walls  of  a  long  standing  gristly  stricture  of 
the  urinary  canal." 

These  cases  do  not  demonstrate  the  exact  mode  in 
which  the  aneurism  is  produced.  For  we  cannot 
consider  dilatation  of  an  artery  immediately  above  its 
obliteration,  as  in  the  cases  just  alluded  to,  to  be 
the  same  process  as  that  which  leads  to  the  development 
of  an  aneurism  in  a  vessel  through  which  the  circulation 
continues  to  go  on.  Indeed,  it  is  not  a  little  remarkable^ 
I  think,  that  dilatation  is  not  more  common  than  appears 
to  be  the  case,  judging  from  the  recorded  instances  that 
are  to  be  found  in  our  literature. 

In  Mr.  Tuffnelh's  case  the  patient  was  very  ill ;  he  was 
suffering  from  ulcerative  endocarditis,  following  a  second 

1  '  Path.  Soc.  Transactions,'  vol.  vi,  p.  34 

2  <  Dublin  Quarterly  Journal/  May  1st,  1853,  p.  371. 
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attack  of  rheumatism ;  lie  had  likewise  just  previously  con- 
tracted syphilis,  for  which  he.  had  been  mercurialised.  It 
is,  therefore,  by  no  means  certain  that  arterial  disease  did 
not  exist,  although  Mr.  Tuffnell  argued  against  it.  It  is 
specially  worthy  of  observation  that  the  "  aneurismal  de- 
velopment "  occurred  simultaneously  with  the  embolism 
and  that  it  disappeared  within  a  few  hours  of  the  estab- 
lishment of  collateral  circulation.  Is  it  not  possible  that 
the  embolism  was  arrested  at  the  narrowest  point  of  an 
artery,  which  was  being  gradually  occluded  by  an  arteritis 
and  that  the  l-emainder  of  this  softened  area  was  dilated 
by  the  force  of  the  blood-current  and  constituted  the  pul- 
sating swelling  observed  during  life  ?  In  one  of  Dr.  Grood- 
hart's  cases  (loc.  cit.  p.  108)  it  is  stated  that  "  the  left 
brachial  artery  was  considerably  distended  at  its  bifurca- 
tion, and  on  opening  it  a  white  creamy  fluid  escaped  like 
pus,  and  having  the  microscopical  features  of  pus.  The 
lumen  of  the  vessel  was  dilated  and  its  walls  soft.  No 
clot  was  present  in  the  vessel." 

Dr.  Goodhart  argues  that  the  e(  dilatation  occurs  not 
behind  the  obstruction,  but  in  the  obstructed  spot."  The 
mode  of  production  he  thinks  is  as  follows  :  e(  The  artery 
is  plugged  at  a  fork,  and  the  clot  gradually  increases 
behind  the  original  infarct,  and  as  it  increases  it  becomes 
squeezed  together  by  the  blood-pressure  behind,  and  the 
artery  is  thereby  dilated.  Once  weakened  by  dilatation, 
the  remainder  is  easy  to  explain,  we  should  rather  expect 
an  aneurism."  j 

Dr.  Goodhart,  however,  doubts  whether  this  is  the 
usual  or  only  cause  of  dilatation,  "  because  if  so,  all 
embolisms  should  show  some  such  tendency  to  produce 
aneurisms,  and  they  do  not  do  so."  He  believes  that  the 
endocarditis  is  not  the  simple,  but  the  ulcerating  form  of 
the  disease,  "  generally  producing  fever  and  septic  condi- 
tions. The  clot  detached  from  such  a  focus  will  poison 
the  part  in  which  it  is  lodged  and  lead  to  acute  softening 
of  the  arterial  wall." 

If  aneurism  only  occurred  in  association  with  ulcerative 
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endocarditis,  such  a  view  would  deserve  great  attention, 
but  this  is  not  the  case,  as  a  glance  at  the  records  of  the 
cases  sufficiently  shows. 

Dr.  Church  (loc.  cit.  p.  106)  says  :  "  I  think  it  probable 
that  aneurismal  dilatation  takes  place  when  the  blood 
stream  through  the  artery  is  obstructed,  but  not  com- 
pletely stopped."  It  would  be  less  difficult  to  accept 
this  theory,  if  aneurisms  were  only  found  in  the  smaller 
arteries ;  as,  however,  aneurisms  occur  in  such  arteries  as 
the  external  iliac  and  in  the  femoral,  I  am  inclined  to 
regard  this  explanation  also  as  insufficient.  It  is  very 
difficult  to  explain  how  an  embolon,  sufficiently  large  to 
obstruct  the  femoral  artery,  could  be  lodged  in  the  artery 
without  giving  rise  to  symptoms  of  arterial  obstruction  ; 
whereas  if  the  embolon  be  of  small  size,  by  what  means 
is  it  arrested  in  its  course,  by  what  process  does  it  become 
adherent  to  the  vessel  wall  ?  It  is  urged  that  the  plug 
is  arrested  at  a  bifurcation ;  but  this  is  not  by  any  means 
always  the  case. 

In  only  two  of  the  cases  in  the  table  is  the  aneurism 
stated  to  be  of  the  sacculated  variety  (Nos.  12  and  14) » 
Doubtless  in  such  a  case  the  aneurism  may  have  com- 
menced as  a  softening  of  that  part  of  the  arterial  wall 
to  which  the  embolon  was  adherent ;  but,  in  my  own  case 
at  least,  the  artery  is  uniformly  dilated,  suggesting  a 
uniform  condition  of  the  arterial  wall,  acted  upon  by 
some  condition  which  was  uniformly  distributed  over  the 
whole  calibre  of  the  vessel. 

In  a  paper  entitled  "  Ueber  embolische  Aneurysmen, 
nebst  Bemerkungen  iiber  das  acute  Herzaneurysma 
(Herzgeschwiir),"  Dr.  Politick1  recorded  several  interesting 
cases,  and  discussed  the  embolic  causation  of  aneurism 
at  some  length.  He  found  in  some  of  his  cases  that 
the  vegetations  had  become  calcified,  and  that  such 
calcified  vegetations  had  been  detached,  washed  into  the 
circulation,  and  given  rise  to  occlusion  in  some  cases,  to 
aneurisms  in  others ;  he  argued  that  the  sharp  extremity 
1  « Virchow's  Archiv,'  vol.  58,  1873,  p.  533. 
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of  a  calcified  vegetation  had  penetrated  the  intima,  and, 
urged  on  by  the  constant  thud  of  the  circulating  blood, 
had  finally  pierced  the  arterial  wall.  He  gives  drawings 
of  two  carefully  dissected  specimens,  showing,  as  he  thinks, 
this  condition.  The  aneurisms  are  of  the  sacculated  variety, 
and  thus  far  support  his  contention. 

Whether  such  a  view  as  this  is  applicable  to  the  majority 
of  cases,  I  am  unable  to  say.  In  my  own  case,  it  would 
not  be  tenable,  for  the  vegetations  were  not  calcareous. 

For  the  present,  therefore,  while  admitting  that  aneurism 
is  frequently  associated  with  embolism  in  the  same  subject, 
I  do  not  think  there  is  sufficient  evidence  to  show  that 
embolism  is  actually  a  cause  of  aneurism.  Moreover,  in 
the  table  of  cases,  there  are  at  least  two  in  which  the 
heart  is  described  as  being  healthy.  It  would  seem  probable 
(and  be  in  keeping  with  many  other  pathological  phe- 
nomena), that  there  are  many  factors  at  work.  Apart,  of 
course,  from  calcareous  embola  such  as  those  described  by 
Dr.  Ponfick,  I  venture  to  think  that  the  condition  ivhich 
leads  to  plastic  inflammation  in  one  part  of  the  arterial 
system,  may  produce  local  changes  in  other  parts,  which 
permit  of  the  development  of  aneurism  without  the  immediate 
intervention  of  an  embolon. 
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Aneurysm  of  Femoral  Artery  ;  Ligature  of  External  Iliac  ; 
Death  from  Epistaxis. 


FRONT  VIEW.  BACK  VIEW. 


A.  Seat  of  ligature,  a  little  partially  decolorised  clot  above  and  below. 

B.  Aneurysmal  sac,  filled  witb  laminated,  partially  decolorised  clot. 

C.  Anterior  crural  nerve,  spread  over  the  sac. 

D.  External  incision,  through  which  the  artery  was  approached. 
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The  influence  of  digitalis  on  the  circulation  is,  of  course, 
the  principal  feature  in  the  action  of  this  drug.  The 
primary  slowing  and  increased  vigour  of  contraction  of 
the  ventricle,  the  subsequent  stage  of  irregular  action  as 
the  dose  is  increased,  and  the  final  arrest  of  the  ventricle 
in  full  systole  are  all  well-known  facts.  To  these  must 
be  added,  rise  in  blood-pressure,  an  effect  occurring  uni- 
formly, and  which  some  authors  consider  of  chief  import- 
ance ;  certain,  at  least,  of  the  cardiac  effects  of  digitalis 
being,  according  to  these,  secondary  to  the  increased 
blood-pressure.      In  a  recent    paper    on  the  subject,1 

1  "  Beitrage  zur  Kenntniss  der  pharmakologischen  Gruppe  des  Digitalins," 
£  Archiv  f .  experiinentelle  Pathologie  u.  Pharmakologie,'  Bd.  xvi,  p.  149. 
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Schmiedeberg  thus  classes  the  blood-pressure  effects  in 
relation  to  the  cardiac  effects  : 

1.  Rise  in  blood-pressure  accompanied,  as  a  rale,  but 
not  necessarily,  by  slowed  pulse  rate. 

2.  Continuance  of  increased  blood-pressure,  with  in- 
creased pulse  frequence. 

3.  Continuance  of  raised  blood-pressure  with  great 
irregularity  in  the  heart's  action. 

4.  Rapid  fall  in  blood-pressure,  stoppage  of  the  heart ; 
death. 

Schmiedeberg  attributes  the  therapeutic  value  of  digitalis 
alone  to  this  rise  in  blood-pressure ;  the  slowing  of  the 
pulse,  which  is  usually  witnessed,  he  holds  to  be  secondary 
to  the  rise  in  blood-pressure,  a  reflex  on  the  heart  through 
the  vagi ;  the  rise  in  blood-pressure  itself,  however,  he 
makes  dependent  on  the  heart's  action,  and  he  further 
states  that  it  is  not  attended  by  diminution  in  the  calibre 
of  the  vessels.  To  a  consideration  of  the  relation  between 
the  heart's  action  and  blood-pressure  rise  we  shall  return 
later  on.  What  now  concerns  us  rather  is  the  condition 
of  the  heart  and  that  of  the  arterioles.  Concerning  the 
former  there  is  no  difference  of  opinion,  the  ventricle  is 
admittedly  arrested  in  systole  ;  concerning  the  latter  the 
balance  of  evidence  certainly  appears  to  show  that  the 
arterioles  contract  under  the  influence  of  digitalis,1  though 
Schmiedeberg,  as  above  stated,  denies  this.  But,  allowing 
even  that  digitalis  does  cause  the  arterioles  to  contract, 
the  question  still  remains,  how  does  it  do  so  ?  On  the 
heart  the  action  is  generally  admitted  to  be  direct,  but 
on  the  vessels  it  is  held  by  most  to  be  indirect,  by  the 
stimulation,  viz.  of  the  vaso-motor  centres  at  the  base  of 
the  brain.  Ackermann  almost  alone  maintaining  that  the 
action  on  the  arterioles  is  direct  (Wood,  op.  cit.  p.  139). 

The  question  is  clearly  one  of  considerable  importance, 
and  it  bears  directly  on  the  definition  of  the  digitalis 
action.  Schmiedeberg,  in  the  before-mentioned  paper, 
enumerates  a  long  list  of  bodies  resembling  digitalis  in 
1  '  Consult  Wood, '  Treatise  on  Therapeutic?,'  3rd  edit.,  pp.  138-139. 


ACTION  OF  THE  DIGITALIS  GROUP. 


69 


their  action,  and  which  he  classes  as  digitalis  remedies. 
The  definition  of  such  action  being  the  primarily  increased 
vigour  of  the  ventricular  contraction  leading  up  finally  to 
the  systolic  arrest,  together  with  the  blood-pressure  rise. 
The  question  now,  rather,  is  what  is  essential  in  this  action, 
and  whether  we  may  not  take  as  such  the  spasmodic 
condition  of  the  heart,  and  accordingly  define  digitalis 
action  as — the  production  of  continuous  spasm  of  the  heart 
muscle  by  direct  action  of  the  drug  on  this  tissue  :  this 
spasm  not  being  of  the  nature  of  tetanus,  u  e.  of  fusion 
of  adjacent  beats,  and  following  on  the  application  of  the 
drug,  either  to  the  whole  heart  or  to  any  limited  portion 
of  the  ventricle,  in  the  latter  case  causing  a  local  spasm. 
Thus  defined,  Schmiedeberg's  already  very  large  group 
will  have  to  be  extended  and  made  to  include,  among 
others,  the  caustic  alkalies  and  barium  chloride,  acetate 
and  nitrate,1  and  very  probably  many  others. 

Taking  this  as  the  definition  of  digitalis  action,  is  it  not 
probable  that  a  drug  thus  directly  acting  on  the  muscular 
tissue  of  the  heart  will  likewise  affect  directly  the  muscular 
tissue  of  the  arterioles  ?  Indeed,  is  one  not  justified  in 
assuming  that  the  likelihood  of  similar  action  of  one  drug 
on  two  or  more  tissues  will  be  in  proportion  to  the  resem- 
blance existing  between  these,  approaching  certainty  as 
the  tissues  increasingly  resemble  each  other,  becoming 
less  probable  as  they  diverge  ?  If  this  be  allowed,  the 
inference  is  not  far  from  the  heart  to  the  arterioles,  and 
given  a  particular  action  on  the  one,  we  should  look  for 
similar  action  on  the  other,  and  hence  we  should  expect 
to  find  the  digitalis  (spasmodic)  heart  accompanied  by 
spasm  of  the  arterioles.  This  is,  of  course,  on  the  assump- 
tion that  the  muscular  elements  of  the  arterioles  may  be 
influenced  directly  by  the  fluids  bathing  them.  For  the 
argument  in  evidence  of  this  we  must  refer  to  GaskelPs 
paper  on  the  tonicity  of  the  heart  and  blood-vessels.2 

1  Boehm,  "  Ueber  die  Wirkungen  der  Barvtsalze  auf  den  Thierkorper," 
'  Archiv  f .  Exp.  Pathologie  und  Pharmak,'  1875,  iii,  pp.  216,  et  seq.  Also 
paper  by  the  writers, '  Brit.  Med.  Journ.,'  Aug.  11, 1883. 
Joura*  of  Physiology,'  vol.  iii,  p.  48. 


70 


ACTION   OF  THE   DIGITALIS  GEOUP. 


Whilst  bearing  in  mind  the  resemblances  existing 
between  the  muscular  elements  of  the  heart  and  arterioles, 
it  is  necessary  that  we  do  not  lose  sight  of  their  differences. 
These  differences  are  not  merely  structural,  for  functionally, 
whilst  the  muscular  fibres  of  the  heart  and  arteries  resemble 
each  other  broadly,  in  that  they  are  both  forms  of  tissue 
specialised  for  the  function  of  contracting-,  they  differ 
widely  in  the  mode  in  which  they  manifest  this  property. 
Contractility  in  the  fully -differentiated  organism,  we  find 
manifested  after  two  modes,  viz.  after  a  slow  persistent 
fashion  and  after  a  sudden  explosive  fashion.  Non- striated 
and  striated  muscular  tissues  represent  structurally  the  two 
extremes  of  this  functional  difference.  The  slow  per- 
sistent contraction  above  named  is  closely  allied,  if  not 
identical,  with  that  condition  we  name  tonus,  which  is 
specially  characteristic  of  unstriped  muscle.  In  striped 
muscular  tissue,  though  the  sudden  contraction  is  the 
most  striking  characteristic,  yet  the  slow  persistent  form 
is  also  present,  and  we  speak  of  tonus  for  these  muscles 
also.  The  heart  muscle,  according  to  physiologists,  is 
intermediate  functionally  between  the  striped  and  the  un- 
striped tissue;  its  contractions  are  more  sudden  than  those 
of  the  latter,  less  sudden  than  those  of  the  former.  At  the 
same  time  tonus  is  a  marked  feature  of  cardiac  muscle. 
Concerning  the  element  rhythm,  which  is  characteristic  of 
plain  muscular  fibre,  and  also  to  a  marked  degree  of  the 
heart,  we  do  not  find  this  intermediate  position  maintained. 

Arguing,  then,  from  this  intermediate  position  of  the 
heart  with  its  affinities  manifested  in  the  two  directions 
of  the  voluntary  and  involuntary  muscles,  we  would  suggest 
that  it  may  be  possible,  from  action  on  the  heart,  to  infer 
in  both  of  these  directions ;  e.  g.  supposing  that  we  find 
that  the  stress  of  action  of  a  drug,  applied  to  the  excised 
heart,  show  itself  mainly  as  affecting  the  character  of  the 
beat  itself,  we  should  then  be  led  to  infer  that  the  drug 
will  strongly  affect  voluntary  muscular  fibre,  whilst,  on 
the  other  hand,  should  it  powerfully  affect  the  tone  of  the 
heart,  either  in  the  way  of  increase  or  diminution,  we  should 
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then  conclude  that  it  will  similarly  affect  the  arterioles. 
It  is  essential  to  remember  here  that  we  are  dealing  with 
the  excised  heart,  and  hence  are  inferring  from  the  local 
action  on  this  tissue  to  the  local  action  on  other  tissues. 

We  have  made  the  above  suggestion  as  to  the  possibility 
of  inference  from  the  heart  to  the  voluntary  muscles ;  the 
object,  however,  which  we  had  principally  in  view  was  to 
establish  experimentally  the  inference  from  the  heart  to 
the  arterioles ;  and,  accordingly,  taking  for  our  starting 
point  the  systolic  heart  of  the  digitalis  group,  we  pro- 
ceeded to  examine  the  direct  action  of  the  members  of 
this  group  on  the  vessels  themselves. 

Mode  of  experimentation. — This  was  the  same  as  that 
adopted  by  Gaskell  in  his  experiments  on  the  direct  action 
of  acids  and  alkalies  on  the  tonicity  of  the  vessels  (op.  cit.), 
but  here,  as  in  our  previous  experiments  with  barium 
chloride,  the  tortoise  was  used  instead  of  the  frog.  The 
exact  method  was  as  follows  : — The  animal  was  pithed, 
care  being  taken  to  destroy  as  completely  as  possible  the 
spinal  cord,  the  shell  sawn  through  transversely  and  the 
soft  parts  divided.  A  cannula  was  then  tied  into  the 
abdominal  aorta  distally,  the  hinder  half  of  the  body  alone 
being  used  in  the  experiment.  The  cannula  was  fed  with 
the  required  fluids  by  simple  syphon  action,  and  the  flow 
accordingly  was  into  the  abdominal  aorta  and  out  through 
the  cut  abdominal  veins.  In  order  to  measure  the  rate 
of  flow,  the  preparation  was  placed  on  a  tilted  glass  plate 
from  which  the  escaping  fluid  drained  into  a  graduated 
glass  measure,  by  which  means  we  were  enabled  to  read 
off  the  amount  of  outflow  for  any  given  interval  of  time. 

The  pressure  employed  varied  slightly  in  the  different 
experiments,  averaging  about  30  centimetres,  but,  during 
each  experiment  it  was  maintained  constant  within  0'5 
centimetre  by  continuous  additions  to  the  supply  vessel, 
which  was  of  large  capacity,  so  as  to  retard  changes  in 
level. 

The  experiments  were  performed  in  May,  June,  and 
July  of  1883.     Each  experiment  lasted  some  considerable 
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time,  two  to  three  hours  or  even  more,  and  inasmuch 
as  the  circulation  of  artificial  saline  fluids  continued  over 
lengthened  intervals  of  time  tends  to  produce  oedema  of 
the  tissues,  which  oedema  may  even  occasion  consider- 
able obstruction  to  the  circulation,1  it  became  necessary 
to  try  the  effect  of  the  circulation  of  the  unpoisoned 
saline,  over  periods  which  would  cover  the  duration  of  an 
ordinary  experiment.  By  this  means  it  was  possible  to 
see  if  the  amount  of  ischsemia  witnessed  after  the  adminis- 
tration of  a  drug  could  be  accounted  for  on  the  grounds 
of  oedema  alone. 

Another  point  remained  for  consideration,  viz.  the 
vitality  of  the  tissues.  In  the  case,  for  instance,  of  a 
negative  result,  i.  e.  the  addition  of  the  drug  to  the 
circulating  fluid  remaining  without  effect  on  the  rate  of 
flow,  the  question  arose  whether  the  tissues  were  still 
vital  and  the  arterioles  still  capable  of  contracting  ;  this 
question  was  the  more  important  the  longer  the  experiment 
had  lasted.  We  must  here  forestall  the  evidence  as  to 
the  action  of  digitalis,  and  state  that  this  drug  acts  most 
unequivocally  and  most  strongly  in  causing  the  arterioles 
to  contract,  and  that  the  effect  comes  out  so  rapidly  that 
it  is  quite  impossible  it  could  be  other  than  a  vital  effect. 
Hence,  in  this  drug  we  had  a  means  of  determining  the 
vitality  of  the  tissues,  for  if  at  the  end  of  an  experiment, 
and  after  continued  additions  of  the  drug,  the  flow  still 
remained  unobstructed — the  addition  of  digitalis  to  the 
circulation  would  at  once  determine  whether  the  arterioles 
were  still  able  to  contract  and  so  obstruct  the  flow.  In 
the  case  of  negative  results,  accordingly,  this  plan  was 
adopted. 

Two  experiments  were  performed  with  simple  saline? 

1  See  experiments  by  Glax  and  Klemenslewicz,  '  Sitzungsberichte  d. 
Akademie  zu  Wien/  vol.  lxxxiv,  Abth.  iii,  p.  216. 

2  The  saline  employed  was  a  solution  of  0#6  per  eent.  of  sodium  chloride  in 
tap  water.  It  is  necessary  to  make  this  statement,  since  the  small  quantities 
of  salts  contained  in  ordinary  tap  water  appear  to  exert  important  effects  and 
make  the  distinction  between  such  saline  and  that  made  with  distilled  water 
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we  will  quote  the  one  showing  the  greatest  variation  in  the 
rate  of  flow. 

June  18th. — Temperature  of  room  17°  C.  ;  head  of 
pressure  31  centimetres. 

The  following  numbers  were  observed  :  outflow  per  five 
minutes  in  cub.  cents.  80,  85,  95,  82,  88,  83,  78,  75,  70, 
60,  68,  66,  65,  65,  65,  77,  79,  78,  80,  80,  77,  80,  83,  80, 
82,  86,  79,  84,  83,  86,  80,  80,  84,  81,  79,  83,1  35,  15. 

1  Digitaline  solution,  1  per  cent.,  1  c.c.  added  to  the  200  c.c.  of  saline. 

The  second  experiment  showed  a  considerably  more 
uniform  rate  of  flow  than  that  here  seen ;  but  the  impor- 
tant point  to  note  in  the  above  experiment  is  that  at  the 
end  of  three  hours  the  rate  of  flow  is  undiminished,  and 
that  at  this  time  the  vitality  of  the  tissues  is  still  main- 
tained, as  is  manifest  by  their  immediate  reaction  to 
digitaline,  the  flow  lessening  at  once  from  83  c.c.  to  35 
c.c.  in  the  next  interval  of  five  minutes,  and  thence  to  15 
c.c.  Exactly  similar  results  obtained  for  the  second 
experiment,  the  rate  of  flow  at  the  end  of  three  hours  was 
at  the  highest  figure  recorded  during  the  experiment,  and 
from  this,  viz.  48  c.c.  it  fell,  on  the  addition  of  digitaline, 
at  once  to  25  c.c,  and  in  the  five  minutes  following  this  to 
4  c.c. 

Digitaline. — The  digitaline  employed  was  obtained  from 
Morson.  The  above  two  experiments  both  show  the  effect 
of  digitalis  in  obstructing  the  circulation  and  the  rapidity 
with  which  this  is  effected.  Of  three  other  experiments, 
made  simply  with  a  view  to  test  the  action  of  digitaline, 
the  results  were  in  each  case  similar.  We  will  quote 
only  one. 

May  24th. — Temperature  of  room  24°  C.  ;  head  of 
pressure  31  centimetres. 

Outfloiv  per  five  minutes  in  c.c. — 90,2  88,  80,  84,3  48, 

2  Saline  solution,  0  6  per  cent,  supplied,  3  Digitaline,  1  per  cent.,  0*5  c.c. 
added  to  tbe  100  c.c.  saline. 

a  very  essential  one,  vide  Ringer,  "  On  the  influence  exerted  by  the  Consti- 
tuents of  the  Blood  on  the  Contraction  of  the  Ventricle." — '  Journal  of  Physio- 
logy/ vols,  iii  and  iv, 
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28,  12,1  6,  9,  17,  24,  31,  34,2  25,  10,  4,3  2,  2,  2,  — , 
-,11. 

1  Saline  substituted.  2  Digitaline  saline  again  supplied.  3  Saline  again 
substituted. 

The  evidence  of  the  other  experiments  was  precisely  to 
the  same  effect,  and  they  are  omitted  simply  on  account 
of  space.  In  the  above  experiment  the  alternation  of  effect 
is  to  be  observed,  e.g.  with  the  supply  of  the  digitalis  saline 
the  rate  of  flow  at  once  begins  to  fall  rapidly,  on  resub- 
stituting  pure  saline  it  slowly  begins  to  rise. 

It  is  to  be  noted  that  the  minimum  is,  in  the  above, 
reached  after  the  replacement  of  the  poisoned  circulation 
by  saline,  this  of  course  simply  means  that  the  digitaline 
had  not  had  full  effect  and  that  the  process  of  washing  it 
out  was  not  an  immediate  one.  The  blank  spaces  in  the  last 
section  simply  represent  four  intervals  of  five  minutes 
allowed  to  elapse  before  again  measuring  the  rate  of  flow, 
the  last  figure  shows  this  to  have  been  slowly  increasing. 

Barium  chloride. — For  the  details  of  the  experiments 
with  this  drug  we  must  refer  to  our  paper  in  the  c  Brit. 
Med.  Journ.  >  for  August  11th,  1883.  The  method 
adopted  in  these  experiments  was  precisely  the  same  and 
the  results  equally  unequivocal.  Barium  chloride  acts 
strongly  and  directly  on  the  small  arterioles,  causing  these  to 
contract.  It  may  be  remembered  that  Boehm4  had  pre- 
viously demonstrated  the  digitalis-like  action  of  the  salts 
of  this  base  in  the  production,  viz.,  of  the  retarded  pulse- 
rate,  the  heightened  blood-pressure,  and  the  systolic 
heart. 

Strophanthus  (the  African  arrow  poison,  Strophanthus 
kombi). — Two  experiments  were  made  with  this  drug. 
A  5  per  cent,  solution  of  the  crude  drug  was  employed. 
The  results  were  much  less  striking  than  for  digitaline, 
still  they  were  in  the  same  direction  as  for  this  latter. 
We  will  quote  one  experiment. 

"  Ueber  die  Wirkungen  der  Bary  tsalze  auf  den  Thierkorper,"  '  Archiv  fur 
experimentelle  Pathologie  u.  Pharmakologie,'  1875,  iii,  pp.  216,  251. 
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May  28th. — Temperature  of  room  20°  C. ;  pressure  31 
centimetres. 

Rate  of  outfloiv  per  five  minutes  in  ex. — 42/  39,  41,  41/ 
37,  28,  25,  27,3  23,  24,  22,  18,  16,  10,  10,  11,  11,  12,  15, 
16,  18,  20/  20,  11,  9,  10,  9,  10,  10,  8,  9,  7. 

1  Saline  solution,  0*6  per  cent,  supplied.  2  Strophantus  5  per  cent.,  0'4 
c.c.  to  100  c.c.  saline.  3  Saline  solution  replaced.  4  Strophanthus  5  per 
cent.,  1  c.c.  to  100  c.c.  saline. 

It  is  to  be  noted  that  in  this  experiment,  though  the 
effect  of  the  strophanthus  is  much  less  sudden  and  much 
less  marked,  yet  that,  following  the  addition  of  the  stro- 
phanthus, there  is  a  steady  unbroken  fall,  continuing  it  is 
true  long  after  the  replacement  by  saline,  but  again  re- 
appearing after  the  rate  of  flow  had  begun  to  mount,  on 
the  readdition  of  strophanthus. 

The  second  experiment  gave  a  very  sudden  fall  of  the 
rate  of  flow  following  the  first  addition  of  strophanthus  ; 
throughout  the  remainder  of  the  experiment  the  rate  of 
flow,  during  the  periods  of  saline  substitution,  never  rose 
to  within  one  half  the  initial  rate  of  flow,  and  on  this 
lowered  rate  the  subsequent  additions  of  strophanthus 
gave  no  decided  effect  in  further  reducing  it. 

Scillitine.5 — Two  experiments  with  a  one  per-cenfc.  solu- 
tion were  made  but  the  results  were  not  decided,  and  they 
scarcely  permit  of  more  than  the  negative  conclusion  that 
the  action  if  of  the  same  kind  as  that  of  digitalis,  comes 
very  far  indeed  behind  it  in  degree.     Large  doses  were 

5  We  are  indebted  to  Mr.  A.  W.  Gerrard,  F.C.S.,  Lecturer  on  Pharmacy  at 
University  College  Hospital,  for  the  following  account  of  his  method  of 
preparation  of  the  scillitine  employed  in  our  experiments  :  "  Five  pounds  of 
squill  bulb  were  exhausted  with  proof-spirit,  and  the  resulting  tincture  treated 
with  four  times  its  volume  of  84  per  cent,  alcohol;  this  caused  the  precipita- 
tion of  a  viscous,  tenacious  extract,  the  spirit  retaining  in  solution  the  scilli- 
tine. The  alcohol  was  removed  by  distillation  and  the  residue  treated  a 
second  time  with  alcohol  and  the  alcohol  again  distilled  off.  A  pale  green 
extract  was  thus  obtained  which  was  washed  with  ether  to  separate  the  green 
substance,  and  further  diluted  with  water  to  precipitate  resin  and  colouring 
matter.  The  clear  aqueous  solution  was  now  evaporated  and  gave  a  pale 
scaly  mass  of  scillitine^  answering  to  the  reactions  of  a  glucoside," 
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employed,  viz.  as  mucli  as  5  c.c.  of  the  one  per-cent.  solu- 
tion to  the  100  c.c.;  and  the  contrast  between  the  compara- 
tively slight  action  of  this  substance  and  the  very  striking 
and  sudden  effect  produced  by  the  digitalis  in  one  fifth 
the  dose,  was  very  marked.  The  digitalis  was  tried  in 
the  end  stages  of  both  of  the  scillitine  experiments,  and 
the  rate  of  flow  fell  almost  at  once  to  a  minimum,  which 
practically  amounted  to  complete  obstruction. 

Dijcik  poison. — This  is  an  arrow  poison  used  by  the  in- 
habitants of  Borneo,  concerning  the  origin  of  which  nothing 
certain  is  known,  but  it  contains  in  all  probability  the 
juice  of  Antiaris  toxicaria  as  a  chief  constituent.1  It  is  a 
heart  poison  and  acts  in  this  respect  like  digitalis.  Two 
experiments  were  made  with  this  substance,  we  will  quote 
one  of  these  which,  in  addition  to  illustrating  the  influence 
of  the  dyak  poison,  shows  well  the  relative  action  of  digi- 
taline.  The  solution  strength  was  a  one  per-cent.  of  the 
crude  drug. 

June  15th. — Temperature  of  room  19°  C. ;  head  of  pres- 
sure 31  centimetres. 

Bate  of  outflow  per  five  minutes  in  c.c— 72,2  74,  76,  71, 8 
70,  63,  55,  48,  39,  37,  37,  36,  32,  36,  36,4  36,  42,  40,  44, 
46,  46,  46,  48/  47,  47,  47,  46,  45,  45,  47,  48,  44,6  43,  43, 
40,  40,  36,  36,7  24,  4. 

2  Saline  solution,  0*6  per  cent,  supplied.  3  Dyak  poison  1  per  cent. ;  0*5 
c.c.  to  100  c.c.  saline.  4  Saline  solution  resubstituted.  5  Dyak  poison  1  per 
cent. ;  1  c.c.  to  100  c.c.  saline.  6  Dyak  poison  1  per  cent. ;  4  c.c.  to  100  c.c* 
saline.    '  Digitaline  1  per  cent.;  1  c.c.  to  100  c.c.  saline. 

This  experiment  shows  in  the  first  instance  a  decided 
fall  on  the  administration  of  the  poison,  from  this  fall  the 
recovery  with  the  saline  is  but  slight,  but  the  further  ad- 
dition of  the  poison  remains  practically  without  effect, 
though  in  the  last  instance  the  dosage  is  increased  con^ 
siderably.  The  last  two  figures  show  well  the  powerful 
relative  effect  of  digitaline  and  they  further  demonstrate 
the  persistence  of  vitality  in  the  tissues  after  over  three 

See  Husemann,  1  Vergiftungen,'  p.  482  (Maschka*s  f  Handbuchd.  Gericlit- 
Uchen  Median,'  vol.  ii). 
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hours  of  artificial  circulation.  The  second  experiment 
gave  results  more  decided  in  favour  of  the  dyak  poison, 
both  the  first  and  the  second  additions  of  the  poison  re- 
ducing the  rate  of  flow  by  one  half ;  still  it  places  this 
poison  far  behind  digitaline  in  its  direct  action  on  the 
vessels. 

Convallamarin. — This  is  a  glucoside  obtained  from  Gon- 
vallaria  majalis  and  is  classed  among  digitalis  remedies1. 
But  one  experiment  was  made  with,  this  substance ;  we 
quote  it  as  follows  : 

June  21st. — Temperature  17*5°;  head  of  pressure  31 
centimetres. 

Bate  of  outflow  per  five  minutes  in  c.c. — 22/  22,  24,  29, 
33,3  23,  22,  24,  19,  16,  16,  16,  18/  18,  22,  25,  26,  29,  30, 
33,5  29,  24,  20,  17,  16,  15,  17/  15,  17,  17,  16,  16,  16/  16, 
3,  1. 

2  Saline  solution,  0'6  per  cent,  supplied.  3  Convallamarin  1  per  cent.;  04 
c.c.  to  100  c.c.  saline.  4  Saline  solution  replaced.  5  Convallamarin  1  per 
cent. ;  0'8  c.c.  to  100  cc.  saline.  6  Saline  solution  replaced.  7  Digitaline  1 
per  cent. ;  1  c.c.  to  100  c.c.  saline. 

The  results  are  not  very  striking,  but  it  will  be  observed 
that  the  first  addition  of  convallamarin  reduced  the  rate 
by  almost  one  half,  viz.  from  33  c.c.  to  18  c.c. ;  that  saline 
replacement  brings  back  the  previous  rate  of  flow  33,  and 
that  convallamarin  again  reduces  this  rate  by  one  half  ; 
the  subsequent  addition  of  saline  does  not  show  recovery. 
The  last  three  figures  show  the  immediate  and  marked 
effect  of  digitaline. 

It  will  be  remembered  that  Gaskell  (op.  cit.)  demon- 
strated the  effect  of  alkalies  on  the  arterioles  of  the  frog, 

1  Mr.  Gerrard  kindly  prepared  this  substance  for  us  and  as  follows  :  "The 
plant  was  exhausted  with  rectified  spirit  and  the  spirit  distilled  off;  the  resi- 
dual extract  was  dissolved  in  water  and  evaporated  to  a  thick  fluid,  then  treated 
with  ten  times  its  volume  of  alcohol,  filtered,  and  evaporated.  The  residue 
was  now  treated  with  tannin  in  excess,  to  form  tannate  of  convallamarin, 
which  after  purifying  by  washing  with  alcohol  was  rubbed  up  with  a  little 
water  and  lead  oxide — tannate  of  lead  and  free  convallamarin  being  the  result ; 
the  latter  was  removed  by  alcohol  and  obtained  as  a  straw-coloured  scale  on 
evaporation." 
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this  effect  being  constriction  even  to  the  extent  of  com- 
plete obstruction  in  some  cases.  The  reverse  obtained 
for  acids,  i.e.  the  vessels  dilating  under  the  influence  of 
the  acid.  Dr.  Graskell  employed  solutions  of  sodium  hydrate 
and  of  lactic  acid  to  demonstrate  these  effects.  We  have 
repeated  these  experiments  on  the  tortoise  for  the  follow- 
ing alkaline  salts  ;  potassium  hydrate,  carbonate  and  bi- 
carbonate, sodium  carbonate  and  bicarbonate.  The  potas- 
sium salts  gave  us  like  results  as  also  did  the  sodium 
carbonate;  in  all  cases  the  vessels  became  constricted. 
With  the  sodium  bicarbonate,  however,  we  did  not  get 
this  result,  the  flow  instead  of  diminishing  in  rate 
appeared,  if  anything,  to  actually  increase.  This  result, 
moreover,  was  obtained  although  the  sodium  bicar- 
bonate was  employed  in  such  doses  as  to  produce  a  deeper 
blue  with  test-paper  than  did  the  sodium  carbonate.  What 
this  may  mean  exactly  it  is  difficult  to  say,  but  if  the 
ability  to  turn  red  litmus  paper  blue  be  accepted  as  the 
definition  of  alkalinity  then  an  exception  must  be  made  in 
favour  of  sodium  bicarbonate  in  respect  of  the  statement 
that  alkaline  salts  increase  vascular  tone.  The  power  of 
a  salt  to  saturate  an  acid  obviously  cannot  be  taken  as  a 
measure  of  its  alkalinity  since  a  molecule  of  sodium 
hydrate  and  of  sodium  bicarbonate  would  for  all  the 
stronger  acids  show  an  equal  capacity  in  this  respect,  yet 
the  latter  is  a  comparatively  saturated  salt  as  contrasted 
with  the  former.  We  have  laid  the  greater  stress  on  this 
point  because  Gaskell  has  drawn  attention  to  the  acid  and 
alkaline  effects  as  rather  fundamental  differences  and  has 
suggested  that  all  bodies  may  show  a  general  division  into 
acid-,  and  alkali-like  actions ;  thus  he  suggests  that 
antiarin  and  digitaline  would  come  under  the  latter  head- 
ing, muscarin  under  the  former.  However,  with  this  ex- 
ception of  sodium  bicarbonate  the  results  obtained  on  the 
tortoise  with  the  remaining  alkaline  salts  confirm  those 
obtained  by  Gaskell  on  the  frog. 

Simultaneously  with  these  experiments  on  the  vessels 
others  were  made  on  the  excised  frog-heart.     In  these  an 


ACTION   OF   THE   DIGITALIS  GROUP. 


70 


artificial  saline  solution  was  circulated  through  the  heart 
tied  on  to  the  perfusion  cannula  of  a  Roy  apparatus  by  a 
ligature  placed  in  the  auriculo-ventricular  groove.  To 
this  solution  was  then  added  the  particular  drug  under 
experiment.  The  results  were  as  follows  : — Digitaline, 
strophanthus,  dyak,  scillitine,  convallamarin,  all  caused 
persistent  spasm  of  the  ventricle,  in  varying  degree  how- 
ever, digitaline  being  by  far  the  most  active  in  this  re- 
spect. The  experiments  on  barium  chloride  have  already 
been  given  elsewhere  (f  Brit.  Med.  Journ.J  Aug.  11th, 
1883)  ;  they  too  showed  persistent  spasm  as  the  result  of 
direct  action  of  the  drug  on  the  heart.  Similarly  experi- 
ments made  in  1882  with  the  hydrates  and  carbonates  of 
potassium  and  sodium,1  showed  persistent  spasm  to  result 
from  direct  action  on  the  excised  ventricle,  with  the  notable 
exception,  however,  of  sodium  bicarbonate  which  is  there 
recorded  as  not  producing  persistent  spasm.  This  exception 
then  would  accord  with  the  results  obtained  for  the  vessels. 

In  the  last-mentioned  experiments  it  was  noted  that  the 
bicarbonate  of  potassium  caused  much  less  persistent  spasm 
of  the  ventricle  than  did  either  the  carbonate  or  hydrate. 
These  experiments  were  repeated  now  with  like  results. 
It  was,  however,  observed  in  addition  that  the  adding  of 
sodium  bicarbonate  to  a  saline  solution  not  containing  a 
potassium  salt  (in  physiological  dose)  did  cause  persistent 
spasm.  This  at  first  led  us  astray,  showing  as  it  appeared 
to  do  a  difference  in  the  action  of  the  sodium  bicarbonate 
on  heart  and  vessels.  When,  however,  we  made  the 
experiments  exactly  comparable  by  adding  a  physiological 
quantity  of  a  potassium  salt  to  the  pure  saline,  or  instead 
of  this  employed  saline  made  with  tap  water  in  place  of 
distilled  water  (the  former  containing  the  necessary  trace 
of  potassium  salt),  when  this  was  done  the  discrepancy 
disappeared,  and  the  heart  behaved  just  as  the  vessels  had 
done.  It  must  be  remembered  that  the  saline  fluid  employed 
to  circulate  through  the  vessels  was  made  with  tap  water. 

1  Vide  '  Practitioner/  Aug.,  1883,  "  On  the  individuality  of  action  of  the 
component  parts  of  a  drug." 
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We  did  not  mention  aconitia  among  the  foregoing 
experiments  on  the  tortoise ;  this  drug,  however,  was  tried 
with  the  result  of  apparently  causing  dilatation  of  the 
vessels.  When,  however,  tested  on  the  excised  frog's 
heart  an  opposite  result  obtained,  viz.,  spasm  of  the  heart 
muscle.  We  suggest  that  the  following  may  possibly 
explain  this  seeming  contradiction;  the  heart  possesses  the 
property  of  rhythmic  contractility,  and  we  have  elsewhere 
shown  that,  where  there  is  a  tendency  to  persistent  spasm 
of  the  ventricle,  the  rhythmic  contractions  accentuate 
their  spasm  or  appear  to  develop  it.  In  the  present 
experiments  on  the  heart  with  aconitia  the  spasm  was  in 
connection  with  rhythmic  contractions,  and  when  these 
were  prevented  as  by  ligaturing  the  ventricle  through  its 
upper  third,  the  spasm  did  not  develop.  Should  this 
explanation  be  the  true  one,  this  second  discrepancy  would 
be  apparent  only. 

Thus  far  we  have  seen  the  direct  action  on  the  vessels 
to  be  similar  to  that  on  the  heart ;  there  yet  remains  for 
determination  the  question  as  to  whether  any  of  the  effect 
on  the  vessels  is  to  be  attributed  to  nervous  agency,  i.e., 
whether  in  addition  to  direct  action  on  the  vessels,  these 
may  be  influenced  reflexly  through  the  nervous  system. 
The  following  experiment  was  designed  to  answer  this  : — 
The  cerebral  and  optic  lobes  were  destroyed,  care  being 
taken  to  ensure  there  being  the  entire  thickness  of  the 
cerebellum  between  the  surface  of  section  and  the  fourth 
ventricle.  We  may  thus  take  it  that  the  vaso-motor  centre 
was  uninjured.  From  the  brainless  tortoise  the  whole 
abdominal  shell  wall  was  then  removed,  and  the  peritoneum 
carefully  separated  up  from  the  shell  wall ;  it  was  then 
opened  longitudinally,  the  descending  aorta  exposed, 
ligatured  proximally  and  a  cannula  tied  in  distally.  The 
large  vein  running  up  in  front  of  the  lung  to  the  liver 
was  then  exposed  and  ligatured  proximally ;  the  same  was 
done  for  the  two  large  veins  in  the  anterior  abdominal 
wall.  All  three  veins  were  then  opened  distally,  and  the 
saline  solution  started  as  for  the  previous  experiments. 
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By  the  means  adopted  a  free  outlet  from  the  veins  was 
provided  for  the  inflowing  saline,  and  the  escaping  fluid 
could  be  caught  and  measured  as  in  the  foregoing  experi- 
ments. In  addition  to  this  the  vessels  through  which  the 
saline  was  flowing  were  under  central  nervous  control, 
since  the  spinal  cord,  including  the  medulla  with  its  vaso- 
motor centre,  was  intact.  The  poison  was  then  injected 
into  the  muscles  of  the  back  of  the  neck. 

Two  experiments  were  made  with  digitaline  ;  of  these  the 
first  gave  purely  negative  results,  just  as  occurred  in  two 
out  of  the  three  experiments  made  after  the  same  method 
with  barium  chloride.  The  digitaline  when  injected  into 
the  muscles  remained  without  effect  on  the  saline  circula- 
tion, and  even  when  added  to  the  saline  solution  itself  it  failed 
to  produce  any  very  definite  effect.  The  second  experi- 
ment gave  similarly  a  negative  result  for  the  injection  of 
the  poison  into  the  anterior  circulation,  but  on  adding  the 
drug  to  the  saline  circulation  the  tissues  at  once  reacted. 
We  record  the  details  of  this  experiment. 

June  27th. — Temperature  18°;  head  of  pressure  30 
centimetres,  maintained  constant  within  0*5  centimetre. 

Rate  of  outflow  per  five  minutes  in  c.c. — 29, 1  29,  26,  29, 
30,  32,2  33,  33,  37,  42,  43,  48,3  46,  52,  50,  46,  55,  53/ 
43,  12,  2. 

1  Simple  saline  solution  (made  with  tap  water),  06  per  cent.  2  Digitaline, 
1  per  cent.  1  c.c.  injected  into  muscles  of  neck  in  0*5  c.c.  doses.  The  ventri- 
cular contractions  seemed  to  increase  in  vigour,  but  the  diastoles  remained 
good,  or  even  more  complete.  Rhythm  somewhat  irregular.  3  Digitaline,  1 
c.c.  injected  in  0*5  c.c.  doses,  as  above.  Both  diastole  and  systole  remained 
good.    4  Digitaline,  1  c.c.  added  to  the  saline  circulation. 

The  brain  cavity  after  completion  of  the  experiment  was 
more  completely  opened  and  the  brain  found  to  have  been 
destroyed  at  the  level  of  the  posterior  part  of  the  optic 
lobes  ;  cerebellum  apparently  intact. 

Assuming  the  poison  to  have  been  absorbed  then  it 
must  have  been  pumped  by  the  heart  to  the  vaso-motor 
centre,  yet  it  appears  to  have  been  unable  to  influence  the 
calibre  of  the  vessels  of  the  hinder  extremities,  which 

vol.  lxvii.  6 
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latter  the  final  addition  of  digitaline  to  the  saline  circula- 
tion itself  proves  to  have  been  ready  to  respond. 

The  very  free  vascular  anastomosis  which  obtains  in  the 
tortoise  may  at  first  sight  appear  to  invalidate  the  experi- 
ment, since  it  scarcely  allows  of  complete  isolation  of  the 
two  circulations.  This  objection  would  certainly  hold  had 
we  obtained  a  positive  result,  i.e.  had  the  injection  of  the 
poison  into  the  anterior  circulation  caused  contraction  of 
the  vessels  of  the  posterior  circulation,  since  the  poison 
might  have  entered  the  latter  through  the  anastomoses  ; 
it  can,  however,  scarcely  stand  for  a  negative  result. 

Finally,  there  remains  for  us  to  record  some  experiments 
made  on  warm-blooded  animals  with  digitaline.1  This 
drug  alone  was  selected  as  typical  of  the  group,  and  the 
warm-blooded  animals  were  experimented  on  in  order  to 
complete  the  series  and  bring  our  results  a  step  nearer  to 
human  physiology. 

The  apparatus  we  employed  was  very  similar  to  that 
used  by  Glax  and  Klemensiewicz  in  their  experiments  on 
artificial  circulation.2  A  large  air-chamber  in  connection 
with  a  force-pump  allowed  us  to  get  up  pressure.  The 
efferent  tube  from  the  air  chamber  was  put  in  connection 
with  two  three-necked  Woolf  bottles  by  a  T  tube,  both 
arms  of  the  T  tube  being  provided  with  clamps.  Into  each 
of  the  Woolf  bottles  a  mercury  manometer  was  inserted, 
and,  finally,  from  the  third  neck  of  each  bottle  an  efferent 
tube  was  brought  into  connection  by  means  of  a  T  tube 
with  the  cannula  for  the  aorta.  Each  afferent  tube  was 
provided  with  a  clamp.  Each  Woolf  bottle  was  of  large 
capacity  and  was  filled  with  the  saline  fluid  for  circulation. 
Both  stood  in  a  large  water-bath,  which  was  maintained  at 
a  constant  temperature  of  39°  to  40°  C.  The  use  of  the 
two  bottles  was  to  allow  of  the  filling  of  the  spent  bottle 
without  stopping  the  flow  or  altering  the  pressure.  And 

1  We  are  indebted  to  Professor  Schiifer  for  having1  kindly  performed  these 
experiments  for  us. 

2  *  Beitrage  zur  Lehre  von  der  Entziindung.  Sitzungsberichte  der  Wiener 
Akademie/  Bd.  lxxxiv,  Abth.  iii,  p.  216. 
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this  was  readily  managed  by  simply  clamping  off  the  tube 
leading  from  the  pressure  bottle  to  the  spent  Woolf  bottle 
and  opening  the  tube  leading  to  the  other,  and  similarly 
opening  the  efferent  tube  from  the  latter  and  closing  that 
from  the  spent  bottle.  By  keeping  a  large  stock  supply 
of  the  artificial  circulating  fluid  also  immersed  in  the  bath 
we  were  able  to  replenish  the  bottles  whilst  maintaining 
the  temperature  of  this  fluid  nearly  constant.  We  will 
first  of  all  give  an  experiment  in  which  the  fluid  was  not 
poisoned,  the  saline  circulation  being  maintained  right 
through.  This  gave  us  our  control  experiment  and 
showed  us  the  limits  of  variation  independent  of  drug 
action. 

July  13th, — Temperature  of  room  23°  C. ;  experiment 
on  a  cat. 

Temperature  of  bath  39° — 40°  C. ;  artificial  circulating 
fluid  =  simple  tap  water  saline  0*6  per  cent.  +  a  physio- 
logical trace  of  potassium  chloride,  viz.  0*7  c.c.  of  a  one 
per-cent.  solution  to  the  100  c.c.  saline.  Pressure  100 
mm.  llg.  The  animal  was  chloroformed,  the  abdomen 
opened  by  an  incision  in  the  linea  alba,  the  inferior  cava 
and  descending  aorta  exposed  and  both  vessels  ligatured 
proximally.  Into  the  descending  aorta  the  afferent  can- 
nula was  then  inserted  distally  and  tied  in ;  into  the  in- 
ferior cava  the  efferent  cannula  was  likewise  inserted  dis- 
tally and  tied  in.     The  experiment  was  then  started. 

During  the  whole  experiment  up  to  the  death  of  the 
animal  narcosis  was  maintained  so  that  the  experiment 
was  painless. 

Rate  of  outflow  per  five  minutes  in  c.c. — 300,  240,  310, 
380,1  415,  380,  335,  320,2  265, 155,  170,3 170,  190,  180,  200,4 
175,  175,  150,5  130,  130,  120,6  115,  100,  85,7  75,  65,8  100,9 
120,  110. 

1  No  oedema  so  far.  2  Animal  dying.  Doubtfully  slight  oedema  of  tissues. 
3  Animal  dead.  Distinct  oedema.  4  (Edema  marked.  5  Leakage  from  the 
tissues  exposed  in  the  wound,  especially  from  the  surface  of  the  intestines. 
The  leakage  is  due  to  simple  sweating  through  the  tissues,  6  Skin  of  legs 
quite  tense  from  the  oedema.  ?  Skin  very  tense.  8  Free  incision  through 
skin  and  subcutaneous  tissue  of  one  leg.    9  Free  incision  into  other  leg. 
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The  experiment  teaches  several  things ;  in  the  first 
place  the  rather  considerable  variations  in  the  rate  of  flow- 
in  the  early  stages  before  the  change  was  in  any  particu- 
lar direction.  Then  with  oncoming  oedema  the  steady 
and  somewhat  rapid  fall  in  the  rate  of  flow  till  from  a 
rate  of  flow  of  from  300  c.c.  to  400  c.c.  per  five  minutes 
it  has  fallen  to  65  c.c.  in  the  five  minutes.  That  this 
effect  was  largely  the  result  of  the  oedema,  we  learn  not 
only  from  the  advance  of  the  two  pari  passu,  but  also  from 
the  effect  of  the  free  incisions,  which  lessening  tension  at 
once  allowed  a  freer  circulation. 

The  figures  representing  the  rates  of  flow  subsequent 
to  the  incisions  are  certainly  lower  than  they  should  be, 
and  probably  decidedly  lower  since  from  the  large  sur- 
face of  the  incision  considerable  oozing  took  place  which 
in  part  would  represent  escape  through  some  of  the  smaller 
cut  vessels,  and  by  this  quantity  the  above  numbers  would 
be  deficient. 

To  contrast  with  this  we  give  the  following  experiment. 
July  9th. — Temperature  of  room  20°  C. ;  experiment 
on  rabbit. 

The  same  apparatus  was  employed,  but  the  stock  supply 
of  saline  was  not  so  large  as  in  the  previous  experiment, 
and  the  through  flow  was  so  rapid  that,  though  the  bath 
was  maintained  at  a  constant  temperature  of  about  40°  C, 
the  saline  supply  must  have  been  below  this  temperature, 
therefore  the  temperature  conditions  were  less  satisfac- 
tory. The  saline  was  of  the  same  composition  as  in  the 
previous  experiment,  the  pressure  in  the  manometer  was 
50  mm.  Hg. 

The  animal  was  kept  under  chloroform  throughout  the 
experiment. 

Rate  of  outflow  per  five  minutes  in  c.c. — 178,  188,  174, 
270,  310,1  102,  80,  16,  14/  8,  8,  9,  10,  11,  13/  13,  14,  14, 
16,  16,  16,  19,  20,  16,  19/  17/  17,  14. 

1  Digitaline  1  per  cent.,  1  c.c.  to  100  c.c.  saline.  8  Unpoisoned  saline  re- 
substituted.  3  Animal  dead.  4  Marked  oedema.  5  Incision  into  subcutaneous 
tissue  to  try  and  free  tbe  vessels. 
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Making  all  allowance  in  this  experiment  for  the  tem- 
perature not  being  quite  constant,  the  results  are  yet  too 
striking  to  admit  of  any  other  interpretation  than  that  the 
digitaline  did  act  directly  and  powerfully  on  the  vessels. 
If  the  numbers  be  compared  with  those  in  the  previous 
experiment  this  will  be  at  once  apparent.  It  will  be 
observed  that  the  resubstitution  of  saline  did  not  appre- 
ciably improve  the  circulation;  with  reference  to  this,  how- 
ever, it  must  be  remembered  that  the  rate  of  flow  at  the 
time  of  resubstitution  was  exceedingly  slow,  and  hence  it 
would  naturally  take  a  long  time  to  wash  through  the 
vessels ;  further,  that  in  the  later  stages  the  increasing 
oedema  was  an  obstacle  to  improvement,  and  finally,  that 
the  tissues  of  warm-blooded  animals  are  much  more  delicate, 
and  hence  less  likely  to  recover  from  damage  done.  That 
the  incision  into  the  tissues  should  be  without  effect  will 
be  comprehensible  on  similar  grounds. 

Another  experiment  on  a  cat  was  made  in  which,  after 
establishing  a  saline  flow,  digitaline  was  injected  into  the 
subcutaneous  tissue,  of  the  anterior  or  heart  circulation. 
The  results  obtained  were  negative,  but  the  apparatus 
employed  was  rather  less  convenient  than  the  above 
described,  and  various  sources  of  fallacy  crept  in. 

Confining  our  attention,  however,  to  the  two  experiments 
just  described,  we  find  the  results  in  keeping  with  those 
already  obtained  with  cold-blooded  animals,  and  we  think 
the  present  series  of  experiments  establishes  tolerably 
definitely  the  direct  action  of  digitalis  and  the  group  of 
bodies  of  which  it  is  the  type  on  the  vessels. 

To  complete  the  argument  which  we  stated  at  the  com- 
mencement of  the  paper,  experiments  were  made  to 
ascertain  the  degree  of  poisonous  action  of  these  drugs  on 
the  skeletal  muscles.  Definite  quantities  of  the  drugs 
were  injected  beneath  the  skin  of  the  back  in  frogs,  and 
subsequently  to  systemic  death,  or  in  some  cases  even  before, 
the  muscles  tested  electrically  as  to  their  excitability. 

The  following  were  the  results  obtained  : 
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Digitaline.     1  per  cent,  solution. 

Weight  of  frog.       Quantity  injected.  Condition  of  muscular  irritability. 

34    gms.  ...      0*3  c.c.  ...  Systemic  death  in  3£  h. ;  muscular  irri- 

tability gone  in  6  h. 
185  ...      0*2  0.0.  ...  Muscular  irritability  gone  in  5  h.  30  ra. 

31*5    „     ...      0-2  c.c.  ...  Frog  quite  well  after  19  h. 

16*5    „     ...      0*2  c.c.  ...  Muscular  irritability  gone  in  4 h.  45  m. 

11      „     ...      0'2  c.c.  ...  Muscular  irritability  gone  in  3  h.  25  m. 

?       „     ...      0'4  c.c.  ...  Systemic  death  in  1  b.  20  m. ;  muscular 

irritability  fair  after  3h.  25  m. 


Strophanthus.    The  crude  drug. 


1 


25*5  gms. 
•2575  „ 
14  75  „ 
10-75  „ 
32 
12 

105  „ 

? 


0-2  c.c.  (2-5  %)  ...  Lost  in  2  h.  20  m. 


0-2  c.c.  (1  %) 
0  2  c.c. 
0-2  c.c. 
0-2  c.c.  (5  %) 
0-2  c.c. 
0-2  c.c. 
0*4  c.c. 


Lost  in  2  h.  40  m. 
Lost  in  2  h.  30  m. 
Lost  in  2  h.  40  m. 
Lost  in  1  h.  10  m. 
Nearly  gone  in  1  h.  30  m. 
Nearly  gone  in  1  h.  30  m. 
Quite  gone  in  2  h.  45  m. 


Dyalc.     The  crude  drug ;  but  one  experiment. 

22  gms.     ...      0-2  c.c.  (1  %)     ...  Lost  in  1  h.  20  m.    (Systemic  death 

in  50  m.) 


Scillitine. 

31  gms.  ... 
38  „  ... 
45      „  ... 

18-5    „  ... 


0'2  c.c.  (1  %)  ...  No  effect;  frog  normal. 
0-3  c.c.  „  ...  No  effect;  frog  normal. 
0'5  c.c.     „        ...  Muscular    irritability   lost    in   6  h. 

Systemic  death  in  2  h. 
0*2  c.c.      „        ...  Muscular  irritability  nearly  gone  after 
20  h. 


Barium  chloride. 


23    gms.  ...  0-5  c.c.  (10 %  solution) 

19-  75  ,  ...  0-3  c.c. 

20-  75  „  ...  0-2  c.c.  „ 
20-75  ...  0-3  c.c. 


Lost  in  3  h.  15  m* 
Lost  in  3  h.  15  m. 
Lost  in  3  h.  15  m. 
Still  sligbt  persistence  after 
3  hours  15  minutes. 
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Weight  of  frog.  Quantity  injected. 

23-  75  „     ...  1  c.c.  (1  %  solution) 

24-  75  „  ...  0-5  c.c. 
27-5    „     ...  0-5  c.c. 

?        ...  0-2  c.c. 


Condition  of  muscular  irritability. 
-  The  frogs  developed  within  the 
first  few  hours  peculiar  stiff 
movements  and  the  cry-reflex 

j  described  by  Boehm ;  from 
this  state  they  for  the  most 
part  recovered,  and  at  the 
end  of  24  hours  were  fairly 
normal. 

...  No  effect. 


Examining  these  results  we  observe  in  the  first  place 
that  the  above  drugs  from  the  digitalis  group  are  all  notable 
jioisons  to  the  skeletal  muscles.  And  we  observe,  further, 
that  strophanthus  and  dyak  poisons  act  most  powerfully 
in  this  respect.  It  is  true  that  some  of  the  experiments 
with  strophanthus  were  with  2 '5  per  cent,  and  5  per  cent, 
solutions  as  against  1  per  cent,  of  digitaline,  but  then  we 
must  bear  in  mind  that  of  the  former  we  were  employing 
the  crude  drug  as  against  the  active  principle  itself  in  the 
latter  case.  Hence  it  is  clear  that  both  of  these  drugs, 
strophanthus  and  dyak,  affect  more  powerfully  the  volun- 
tary muscles  than  does  digitaline.  If,  now,  we  refer  back 
to  their  action  on  the  heart  we  shall  find  that  whereas  the 
chief  feature  in  the  digitaline  action  is  the  contracture 
excited,  which  may  be  almost  complete  with  scarcely  any 
weakening  of  the  heart's  action,  in  the  case  both  of  stro- 
phanthus and  dyak  we  find  that  though  contracture  is 
well-marked  it  is  less  so  than  with  digitaline,  whilst  at 
the  same  time  there  is  more  decided  weakening  of  the 
individual  beats.  For  scillitine  the  results  are  less  decided; 
in  its  action  on  the  skeletal  muscles,  it  scarcely  exceeded 
digitaline  in  power,  whilst  on  the  heart  it  caused  less 
marked  contracture,  but  decided  weakening  of  the  indi- 
vidual beats. 

With  these  results  in  view  we  are  able  to  speak  less 
positively  as  to  the  possibility  of  inferring  from  the  action 
of  these  cardiac  drugs  on  the  heart  contractions  to  action 
on  the  skeletal  muscles  themselves.  To  determine  this 
point  a  more  extended  range  of  experiments  will  be  needful. 
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We  may  now  briefly  re-state  the  steps  of  the  argument 
and  sum  up  the  results  obtained. 

1.  Starting  from  the  systolic  digitalis  heart,  which  is 
admittedly  a  result  of  direct  action  on  the  cardiac  muscle, 
we  have  found  : 

2.  That  for  the  other  members  of  the  digitalis  group 
here  examined  a  like  direct  action  obtains. 

3.  We  have  suggested  that  this  local  action  on  the  heart, 
which  may  affect  either  the  whole  heart  or  a  limited  por- 
tion, according  as  the  drug  comes  in  contact  with  the  whole 
heart  or  a  limited  portion  of  the  heart,  that  this  action 
may  serve  as  the  definition  of  digitalis  action,  and  that 
such  definition  would  necessarily  enlarge  Schmiedeberg's 
already  large  gronp. 

4.  Taking  this  as  the  definition  we  have  argued  there- 
from to  local  action  on  the  vessels,  and  have  found  experi- 
mentally such  to  hold — the  digitalis  group  causing  persis- 
tent spasm  of  the  arterioles. 

5.  We  have  endeavoured  to  ascertain  if  the  calibre  of 
the  vessels  may  be  influenced  by  these  drugs  indirectly 
through  the  nervous  system,  and,  so  far  as  our  experiments 
go,  have  been  answered  in  the  negative. 

6.  Finally,  we  have  found  by  experiment  that  the  drugs 
digitaline,  strophanthus,  dyak,  scillitine,  and  barium 
chloride,  are  markedly  poisonous  to  the  skeletal  muscles. 

The  results  require  some  criticism.  In  the  first  place, 
we  note  that  the  definition  adopted  admits  into  the  group 
such  bodies  as  the  caustic  alkalies,  barium  salts,  &c.  The 
former  certainly  do  not  rank  with  us  clinically  as  digitalis - 
like  drugs.  But  it  is  obvious  that  clinical  use  is  practical 
use.  And  that  it  must  very  extensively  weed  this  large 
scientific  group,  for  it  is  at  once  clear  that  it  is  practically 
impossible  for  us  to  give  alkalies  to  the  extent  of  alkali- 
sing  the  system  to  the  degree  requisite  to  bring  out  the 
digitalis-like  action.  Hence  the  alkalies  would  be  ex- 
cluded from  the  clinical  group.  It  is  very  possible  that 
for  similar  reasons  the  barium  salt  may  prove  impractic- 
able, and  that  the  gastro-intestinal  irritation  (vomiting 
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and  purging)  excited  by  the  drug,  may  not  allow  of  its 
being  given  in  dose  sufficient  to  bring  out  the  cardiac 
and  vascular  effects.  This  point,  however,  will  have  to 
be  determined  by  experience.  The  like  may  obtain 
for  many  other  drugs  yet  to  be  included  in  the  digitalis 
group  as  above  denned,  for  clinical  value  is  a  question  of 
fitness,  and  results  from  the  fact  that  the  body  is  an  assem- 
blage of  organs,  and  that  the  action  of  a  drug  in  many 
cases  is  simultaneously  on  several  of  these  ;  hence  whilst 
its  action  on  one  organ  would  qualify  it  for  clinical  use,  by 
its  action  on  another  organ  it  disqualifies  itself. 

One  other  point  we  would  wish  to  touch  upon,  viz.  the 
question  of  the  rise  of  pressure  and  its  dependence  on 
cardiac  action.  According  to  Schmiedeberg  the  blood- 
pressure  rise  is  due  solely  to  increased  cardiac  action. 
"  It  has  been  shown/5  says  Schmiedeberg,  "  to  be  not 
attended  by  diminution  in  the  calibre  of  the  vessels.'"1 
In  view  of  our  own  experiments  and  also  of  those  by 
Donaldson  and  Stevens,  the  results  of  which  have  been 
recently  published2  (subsequently,  however,  to  the  comple- 
tion of  our  own  experiments  both  on  barium  chloride  and 
on  the  digitalis  group),  we  can  hardly  accept  this  state- 
ment and  hold  that  part  at  any  rate  of  the  pressure  rise 
must  be  attributed  to  narrowing  of  the  calibre  of  the 
arterioles.  This  interpretation  indeed  appears  to  us  much 
more  in  consonance  with  the  data  which  Schmiedeberg 
himself  furnishes  us  with,  for  in  the  above  paper  he  gives 
rise  of  blood-pressure  as  continuing  through  the  first  stage 
in  which  there  is  as  a  rule  slowed  pulse-rate,  through  the 
second  stage  in  which  there  is  increased  pulse  frequence, 
and  through  the  third  stage  in  which  there  is  great  irre- 
gularity in  the  heart's  action ;  in  the  fourth  stage,  however, 
with  systolic  arrest  there  is  rapid  fall  in  blood-pressure. 
Here  we  see  increased  blood-pressure  obtaining  with  most 
varied  heart  action,  and  we  can  scarcely  imagine  that  in 
the  third  stage  the  cardiac  action  can  be  effective  in  main- 

1  Op.  cit. 

2  '  Journal  of  Physiology,'  vol.  iv,  pp.  165,  et  seq. 
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taining  the  increased  tension.  Arguing  from  this  we 
should  rather  be  tempted  to  exclude  the  heart  and  refer  all 
to  the  vessels  ;  a  conclusion,  however,  which  we  think  would 
necessarily  be  faulty,  for  is  not  the  question  one  of  action 
and  reaction — the  heart  acts  on  the  arterioles  which  again 
react  on  the  heart  ?  It  is  quite  clear  that  without  a  peri- 
pheral resistance  you  could  never  whip  up  blood-pressure 
just  as  clearly  as  that  with  no  matter  how  great  a  peri- 
pheral resistance  (provided  there  were  still  means  of  out- 
flow, i.e.  that  the  obstruction  were  not  complete)  raised 
blood-pressure  could  never  be  maintained  with  a  failing 
heart.  Donaldson  and  Stevens  more  especially  deal  with 
the  question  of  the  work  of  the  heart,  though  they  also  take 
up  the  question  of  the  condition  of  the  blood-vessels  ;  these 
latter  results  being  similar  to  our  own.  As  to  the  work 
of  the  heart  they  find  it  diminished.  We  would,  however, 
suggest  that  it  is  possible  this  resulted  from  their  having 
pushed  the  drug  too  far,  for  in  their  experiments  on  the 
terrapin,  where  they  record  lowered  work  and  also  the 
condition  of  the  heart,  we  note  of  this  latter  that  it  is 
very  markedly  affected  ;  thus,  the  ventricle  is  either  dis- 
tinctly shrunken,  or  there  is  marked  irregularity  in  its 
action,  or  dicrotism,  or  many  auricular  beats  to  one 
ventricular.  In  this  stage  we  should  scarcely  look  for 
increased  work  of  the  heart,  but  should  feel  rather  that  we 
were  bordering  on  stage  4  of  Schmiedeberg  with  fall  in 
blood-pressure. 
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My  wish  in  writing  the  present  paper  is  to  claim 
the  attention  of  the  Society  to  the  advantages  of  ampu- 
tation high  up  in  all  suitable  cases  of  senile  gangrene. 
The  practice  of  amputation  for  this  disease  has  I  believe 
been  almost  universally  discouraged  from  the  belief  that 
it  is  generally  followed  by  sloughing  of  the  stump. 
I  wish  to  urge  that  this  occurs  only  when  the  part  is 
removed  too  near  to  the  disease.  If  done  low  down  then 
I  fully  admit  that  the  condition  of  the  vessels  will  rarely 
be  found  to  be  such  as  to  admit  of  repair,  and  that  gan- 
grene of  the  stump  will  usually  occur  immediately,  and 
place  the  patient's  life  in  much  more  danger  than  before. 

As  regards  these  operations  I  have  had  but  little 
experience,  having  long  believed  that  they  were  most  un- 
advi sable.  The  few  trials  that  I  have  made  have  fully 
confirmed  this  opinion,  and  I  would  abstain  as  scrupulously 
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in  senile  gangrene  as  in  frost-bite,  from  any  interference 
with  the  knife  near  to  the  dying  part.  If,  however,  we 
go  much  higher  up  and  amputate  through  parts  which 
are  still  well  supplied  with  blood  the  results  are  quite 
different. 

By  operations  of  this  kind  I  believe  I  have  repeatedly 
saved  the  patient's  life.  By  "  amputation  high  up,"  I 
mean  in  the  case  of  gangrene  of  the  foot,  above  the  knee, 
and  in  that  of  the  hand  at  or  near  the  shoulder- joint. 
By  senile  gangrene  I  mean  chiefly  gangrene  in  connection 
with  calcification  of  arteries,  but  I  wish  to  be  understood 
to  include  all  cognate  conditions,  that  is,  all  in  which  the 
death  of  the  part  occurs  in  connection  with  slowly  pro- 
gressive interference  with  the  supply  of  blood.  In  the 
strictly  senile  forms  this  interference  is  usually  greatest 
in  the  distal  part  of  the  arterial  system,  and  it  is  of  a 
nature  to  be  steadily  on  the  increase.  Hence  the  hope- 
lessness of  improvement  and  the  great  danger  of  advance. 
It  is  impossible  that  any  collateral  circulation  can  be 
established. 

In  cases  of  gangrene  from  occlusion  of  the  main  trunk 
without  disease  of  the  smaller  branches,  as  for  instance 
from  embolism  or  from  ligature,  the  conditions  are  different. 
Here  there  is  hope  that,  when  the  collateral  circulation  shall 
have  become  established,  repair  will  take  place  with  ex- 
foliation of  the  sphacelated  parts.  Yet  there  are  some 
cases,  even  of  this  kind,  for  which  I  think  high  amputation 
may  become  advisable.  Certainly,  amputation  near  to  the 
gangrenous  part  should  always  be  avoided  unless,  indeed, 
when  after  repair  has  considerably  advanced  there  is  proof 
of  well-restored  circulation.  Cases  of  frost-gangrene  stand 
in  some  sense  midway  between  these  two  classes ;  they  are 
examples  of  gangrene  from  distal  suspension  of  circulation 
as  in  the  senile  cases,  but  the  cause  is  not,  as  in  the  latter, 
a  permanent  one.  There  is  hope  of  restoration  of  the 
supply  of  blood.  Nevertheless,  all  authorities  are,  I  think, 
agreed  that  this  restoration  is  never  sufficiently  perfect  to 
make  it  wise  to  attempt  the  removal  of  the  affected  parts, 


HIGH  AMPUTATION   FOR   SENILE    GANGKENE.  93 


and  that  it  is  necessary  to  leave  this  almost  absolutely  to 
natural  processes. 

Before  proceeding  to  narrate  my  cases  it  will  be  well 
that  I  should  here  introduce  a  brief  summary  of  what  has 
been  done  by  others  in  the  same  direction. 

The  proposal  to  amputate  high  up  in  cases  of  senile 
gangrene  is  not  absolutely  novel.  In  fact  a  discussion 
which  bore  closely  upon  it  took  place  in  this  room  more  than 
thirty  years  ago.  On  that  occasion  the  late  Mr.  Garlike  of 
Rick  mans  worth  brought  forward  a  case1  in  which  he  had 
amputated  in  the  upper  part  of  the  thigh,  in  a  man  aged 
69,  who  suffered  from  senile  gangrene  in  his  foot.  There 
was  ossification  of  the  femoral  artery,  and  there  could  be 
no  doubt  as  to  the  real  nature  of  the  gangrene.  The  case, 
however,  did  not  imply  any  proposal  to  amputate  high  up 
as  the  best  treatment  for  gangrene  of  this  kind,  since  it 
was  only  determined  on  after  suppurative  destruction  of 
the  knee-joint,  when  there  was  no  longer  any  choice  as 
to  the  site  of  the  operation,  and  could  be  but  little  differ- 
ence of  opinion  as  to  its  absolute  necessity. 

The  case,  notwithstanding,  is  a  good  example  of  com- 
plete recovery  under  the  somewhat  desperate  conditions 
referred  to. 

In  the  discussion  which  followed,  Mr.  John  Adams,  my 
late  colleague  at  the  London  Hospital,  mentioned  a  case 
of  recovery  after  amputation  for  senile  gangrene,  but  the 
precise  part  at  which  the  amputation  was  done  is  not 
specified.  Mr.  Fergusson  mentioned  that  he  had  operated 
in  a  single  case,  but  without  success,  and  spoke  with  de- 
cided disparagement  of  the  practice.  To  Mr.  James,  of 
Exeter,  belongs,  I  believe,  the  credit  of  having  definitely 
proposed  the  line  of  practice  which  I  shall  endeavour 
to  support.  Indeed,  I  believe  in  one  case  that  he 
actually  did  what  I  only  proposed  to  do,  but  was  not 
allowed  by  my  patient  to  carry  out,  viz.  to  amputate  both 
the  lower  extremities.  I  cannot  find  that  any  surgeon, 
writing  since  this  discussion   took  place,  has  recom- 

1  '  Medical  Times  and  Gazette/  1853,  vol.  i. 
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mended  the  practice,  or  even  thought  it  worthy  of  serious 
consideration. 

Even  before  the  date  referred  to,  Mr.  Langstaffe  and 
Mr.  Guthrie  had  each  of  them  in  single  cases  amputated 
above  the  knee  for  senile  gangrene  of  the  foot.  Mr. 
Langstaffe's  patient  died  in  consequence  of  the  haemor- 
rhage within  twenty-four  hours,  but  in  Mr.  Guthrie's  case 
the  stump  was  almost  healed  when  death  from  exhaustion 
occurred.  Mr.  Mott  had,  I  believe,  also  done  a  single 
operation  of  the  same  kind. 

Thanks  to  modern  improvements  in  the  details  of  opera- 
tions and  the  management  of  wounds,  the  surgeon  of  to- 
day approaches  the  subject  with  great  advantages. 

As  regards  the  risk  of  haemorrhage  during  the  opera- 
tion the  use  of  Esmarch's  bandage  unquestionably  gives 
much  real  assistance.  The  calcified  arteries,  even  those 
of  the  smallest  size,  are  very  easily  found,  and  if  tied  with 
their  accompanying  veins  in  one  loop  and  with  a  moderately 
thick  ligature,  I  believe  no  difficulty  will  be  found  in 
making  them  secure. 

Some  years  ago  I  had  a  case  in  the  hospital  in  which 
the  conditions  causing  the  gangrene  were  complicated  and 
in  which  the  safety  and  advantages  of  high  amputation 
were  very  strikingly  exemplified.  The  patient  was  a 
strong-looking  man  of  not  more  than  thirty  who  had 
served  as  a  soldier  in  Canada.  There  he  had  suffered 
from  frost-bite  of  the  left  foot.  It  was  not,  however, 
followed  by  immediate  gangrene,  and  a  year  later  he  came 
into  the  London  Hospital  with  an  ulcer  on  the  foot  which 
had  destroyed  several  toes,  which  would  not  heal,  and  which 
every  now  and  then  showed  a  tendency  to  spread  at  its 
edges  by  fresh  sloughing. 

After  he  had  been  some  time  under  observation  my 
colleague,  Mr.  Little,  during  the  summer  vacation  ampu- 
tated through  the  tarsus.  When  I  resumed  duty  I  found 
the  face  of  the  stump  gangrenous  and  the  condition  of 
things  worse  than  before.  It  was  now  discovered  that  the 
femoral  artery  in  the  thigh  was  obliterated.     I  decided  to 
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amputate  again  and  to  do  what  I  then  considered  a  high 
operation.  The  leg  from  the  ankle  upwards  was  perfectly 
healthy,  and  I  amputated  just  below  the  knee.  The  result, 
however,  was  that  the  gangrene  attacked  the  stump,  and 
this  time  it  was  an  acute  form  and  rapidly  spread  upwards. 
The  man  became  exceedingly  ill,  sick,  and  delirious,  and  in 
this  condition  I  amputated  again  high  up  in  the  thigh  and 
with  the  most  happy  results.  All  the  septicemic  sym- 
ptoms at  once  subsided,  and  the  stump  subsequently  healed 
perfectly. 

It  occurs  to  me  as  very  possible  that  in  this  case  the 
occlusion  of  the  artery  may  have  been  the  unsuspected 
cause  of  spreading  gangrene  which  took  place  soon  after 
the  frost-bite.  My  next  case  seems  to  be  an  important 
item  of  evidence  in  this  direction. 

A  man,  aat.  about  65,  received  a  slight  burn  in  the  left 
hand.     The  result  was  spreading  gangrene  of  the  fingers, 
for  which  he  came  into  the  London  Hospital.     A  large 
part  of  the  hand  was  then  black  and  sphacelated.  We 
found  that  he  had  no  pulse  at  the  wrist  and  that  his 
brachial  artery  was  a  solid  thick  cord.     In  the  axillary, 
pulsation  could  be  felt.     During  the  next  ten  days  the 
occlusion  extended  higher  up  and  involved  the  axillary. 
The  old  man  was  very  ill  and  clearly  about  to  die  if  not 
relieved.     I  amputated  just  below  the  shoulder-joint  and 
found  the  main  artery  completely  plugged  by  a  dense  firm 
clot.     The  smaller  branches  were,  however,  pervious  and 
bled  freely.     We  had  some  difficulty  with  the  wound,  the 
edges  of  which  sloughed  a  little.     Ultimately,  however, 
he  recovered  perfectly,     In  this  case  the  arteries  were  not 
calcified,  but  very  greatly  enlarged  and  thickened.     In  the 
opposite  limb  the  brachial  artery  was  visible  through  the 
skin  as  a  sinuous  pulsating  cord  down  the  upper  arm  and 
in  front  of  the  elbow. 

Encouraged  by  the  result  in  this  case,  and  about  the 
same  time,  I  amputated  above  the  knee  for  an  old  gentle- 
man living  in  Camberwell,  but  unsuccessfully.  He  sank 
within  a  week  with  gangrene  of   the  stump.     In  this 
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instance  the  operation  was  done  under  most  unfavorable 
circumstances  and  as  a  last  chance.  The  patient  was 
stout,  in  bad  health,  and  the  gangrene  extensive  and 
advancing.  It  was  of  the  moist  form,  and  the  conditions 
were  so  urgent  that  I  did  the  operation  within  a  day  or  two 
of  my  first  seeing  the  patient. 

My  next  case  was  one  of  an  ordinary  form  of  senile 
gangrene  of  the  right  foot  in  a  thin  old  man,  set.  72,  in 
the  London  Hospital.  He  suffered  also  from  prostatic 
retention  of  urine.  Amputation  above  the  knee  was 
followed  by  good  results  so  far  as  relief  of  pain  and  almost 
complete  healing  of  the  stump  were  concerned.  The 
patient  lived  about  five  months  afterwards,  but  never  left 
his  bed.  He  died  ultimately  from  exhaustion  by  various 
causes,  and  with  a  gangrenous  patch  on  the  other  foot. 
His  arteries  were  very  extensively  calcareous. 

In  a  fifth  case  I  amputated  for  spreading  senile  gan- 
grene of  the  left  foot  in  an  old  woman,  aged  75.  She 
was  suffering  severely  from  the  pain  and  irritation ;  was 
almost  constantly  delirious,  and  certainly  not  likely  to 
live  more  than  a  week  when  the  operation  was  done. 
She  was,  however,  fortunately  very  thin.  After  the 
amputation  she  did  well  without  an  interruption.  Her 
stump  healed  without  a  drop  of  pus  and  became  perfectly 
sound.  Her  circulation  was  so  feeble  that  we  had  great 
difficulty  in  preventing  gangrene  in  the  toes  of  the  other 
foot,  and  had  to  keep  it  wrapped  constantly  in  cotton 
wool.  She  returned  home  about  a  month  after  the  ampu- 
tation in  tolerable  health,  but  with  the  other  foot  still 
in  a  condition  to  cause  great  anxiety.  I  had  advised  her 
to  have  that  limb  removed  also,  as  the  best  means  of 
making  the  conclusion  of  her  life  comfortable  and  enabling 
her  to  leave  her  bed.  It  seemed  certain  that  the  toes 
would  at  once  pass  into  gangrene  if  she  were  to  sit  up. 
My  advice  on  this  point  was,  however,  declined  by  her 
friends.  The  removal  of  both  lower  extremities  seemed  to 
them  a  mutilation  too  formidable  to  be  considered,  and 
they  took  her  out  of  the  hospital. 


High  amputation  for  senile  gangrene. 


97 


The  last  case  which  I  shall  mention  is  one  of  unusual 
interest.  The  gang'rene  was  senile  in  the  sense  that  it 
was  caused  by  calcareous  arteries,  but  the  patient  was  not 
advanced  in  years.  He  was  much  out  of  health  from 
other  causes,  and  the  gangrenous  process  was  preceded 
and  attended  by  inflammatory  action. 

I  attended  Mr.  H —  in  consultation  with  Mr.  Linton 
Brunton,  of  Limehouse,  whose  relative  he  was.  Mr.  H — 
was  only  forty-eight,  but  he  had  worked  hard  and  lived 
freely,  and  although  not  showing  other  signs  of  old  age  his 
arterial  system  had  become  most  extensively  calcareous. 
His  pulse  at  the  wrist  was  most  feeble,  so  much  so  that  fre- 
quently for  days  together  it  was  scarcely  perceptible.  He 
was  liable  to  become  blue  in  the  face  on  exposure  to  cold  air, 
and  suffered  much  from  cold  extremities.  He  had  once  at 
a  railway  station  fallen  unconscious,  probably  from  cardiac 
syncope,  and  once  or  twice  after  mental  excitement  had 
been  so  prostrate  that  he  was  only  kept  alive  by  the  freest 
use  of  brandy.  Such  being  the  state  of  his  circulation, 
he  was  exposed  one  snowy  day  in  1880  to  cold,  and  came 
home  with  his  feet  much  chilled.  Bullas  formed  on  his 
left  foot  and  were  followed  by  gangrenous  patches  of  the 
skin  and  much  swelling.  The  bones  seemed  to  suffer 
more  extensively  than  the  skin,  and  abscesses  subsequently 
formed  about  them.  This  might  perhaps  be  explained 
to  some  extent  by  the  fact  that  there  was  always  a  certain 
quantity  of  sugar  in  his  urine.  During  the  two  months 
that  I  watched  the  case  Mr.  Brunton  and  I  removed  piece- 
meal many  of  the  digital  phalanges.  Gradually  the  dis- 
ease spread  up  the  foot  ;  abscesses  with  gangrenous 
patches  of  skin  formed,  and  the  ankle-joint  became 
affected. 

We  obtained  the  advantage  of  a  consultation  with  Dr. 
Mahomed  on  December  24th,  1880,  concerning  the  state 
of  the  heart,  &c.  Dr.  Mahomed  used  the  sphygmo- 
graph  and  gave  me  a  detailed  written  report.  It  was 
to  the  effect  that  there  was  no  proof  of  arterial  disease 
in  the  upper  extremities,  nor  any  of  valvular  disease 
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of  the  heart  ;  the  latter  organ  was  believed  to  be  feeble, 
possibly  dilated,  and  probably  fatty.  The  pulse  was 
described  as  "  extremely  small,  non-persistent,  readily 
compressed,  short ;  artery  not  thickened."  The  urine 
was  found  to  contain  a  large  amount  of  sugar  and  also  a 
considerable  quantity  of  albumen  (about  one  sixteenth). 
It  had  a  specific  gravity  of  1033.  Mr.  Linton  Brunton  had 
often  before  demonstrated  the  presence  of  sugar,  but  we 
had  never  found  albumen,  nor  was  it  found  subsequently. 

Mr.  H —  had  been  most  of  this  time  in  a  condition  of 
very  urgent  illness ;  often  vomiting  everything  for  days 
together,  and  not  in  the  least  expected  to  live.  Towards 
the  end  of  February  his  general  condition  was  a  little 
better  than  it  had  been,  but  as  the  foot  got  worse  and 
worse  we  decided  to  amputate  at  all  hazards.  This  was 
done  above  the  knee  on  February  27th,  1881.  The  elastic 
bandage  and  strap  were  used,  and  Lister's  precautions 
fully  carried  out.  When  adapting  the  flaps  the  femoral 
artery  was  observed  to  project  between  them  like  a  small 
bone,  and  I  was  obliged  to  forcibly  bend  it  back.  It  had 
been  cut  in  the  flaps  much  longer  than  the  bone,  and  I 
feared  that  we  should  have  trouble  with  it  during  the 
healing  of  the  stump.  None  such,  however,  occurred  ; 
both  the  bone  and  it  proved  to  be  sufficiently  covered, 
and  the  healing  was  immediate  and  without  suppuration. 
It  is  now  about  three  years  since  this  amputation  was 
performed,  and  the  patient  has  remained  well,  wears  an 
artificial  limb,  and  gets  about  almost  as  well  as  formerly. 
His  diabetes  has  for  some  time  disappeared.  He  has 
lived  more  carefully,  but  has  been  much  troubled  by 
ulcerations  on  the  other  foot. 

These  cases  do  not  include  quite  the  whole  of  my 
experience  respecting  these  operations.  In  a  case  under 
one  of  my  colleagues  in  which,  about  six  months  ago,  I 
had  pleasure  in  giving  my  vote  in  favour  of  amputation, 
the  result  was,  I  believe,  most  satisfactory,  and  my 
friends  have  informed  me  of  several  others. 

The  facts  adduced,  I  think,  justify  the  belief  that 
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amputation  through  the  lower  third  of  the  thigh  is  not  a 
very  dangerous  operation  even  in  advanced  years  and  with 
most  extensive  calcareous  degeneration  of  the  arteries.  I 
have  never  in  a  single  instance  had  any  trouble  with 
secondary  haemorrhage  nor  encountered  any  difficulty  in 
securing  the  vessels  at  the  time  of  operation.  I  have 
always  tied  with  stout  catgut  or  carbolised  silk,  and  have 
taken  up  the  tissues  surrounding  the  artery  freely.  The 
smaller  vessels  have  been  twisted,  but  I  have  never 
trusted  to  this  for  the  main  trunk.  If  it  be  admitted 
that  the  operation  is  not  in  itself  dangerous,  then  I  think 
there  can  be  no  hesitation  in  believing  that  it  offers  a 
most  acceptable  alternative  to  the  miseries  of  death  from 
slowly  advancing  gangrene. 
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In  vol.  lxv  of  the  (  Medico- Chirurgical  Transactions/ 
1882,  p.  81,  I  wrote  as  follows  : 

"  I  have  examined  the  post-mortem  records  of  the 
Hospital  for  Sick  Children  since  I860,  and  find  records 
of  eighty-two  cases  of  autopsies  after  tracheotomy  for 
various  causes. 

' '  Mediastinal  emphysema  is  recorded  in  five  cases,  or 
6*09  per  cent.  In  no  case  is  pneumothorax  noted.  .  .  . 
I  do  not  imagine  that  these  numbers  represent  the  actual 
facts;  indeed,  in  the  cases  in  which  mediastinal  emphysema 
is  recorded,  it  is  almost  invariably  mentioned  by  the  way 
as  if  an  unimportant  fact ;  and  one  recent  case  was  only 
recovered  from  oblivion  by  personal  inquiries. 
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"  This  is  not  to  be  wondered  at,  considering  that,  as 
far  as  I  have  been  able  to  discover,  the  matter  is  not  even 
hinted  at  in  any  of  the  books  dealing  with  tracheotomy  ; 
indeed,  the  following  passage  is  the  only  mention  of  the 
subject  which  I  have  been  able  to  find."  (Then  follows 
a  quotation  from  Wilks  and  Moxon,  c  Lectures  on  Patho- 
logical Anatomy/  second  edition,  1875,  p.  308.) 

On  November  15th,  1883,  I  received  the  following 
statement  from  Dr.  Angel  Money,  Eegistrar  of  the  Hospital 
for  Sick  Children  : 

"  Since  the  publication  of  the  above  paper  there  have 
been  28  cases  in  which  an  autopsy  was  made  after  tracheo- 
tomy; of  these  14  were  males,  14  females. 

"  In  all  cases  the  examination  was  made  under  water. 

"  In  16  cases  out  of  the  28  (8  males  and  8  females), 
emphysema  of  the  mediastinum  was  found. 

"  In  2  of  these  cases  pneumothorax  was  also  found. 
It  was  found  in  no  case  without  emphysema  of  the 
mediastinum.  The  amount  of  emphysema  of  the  medias- 
tinum was  greatest  when  pneumothorax  existed  also. 

"  In  many,  if  not  all,  cases  artificial  respiration  had 
been  performed." 

It  will  be  seen  that  the  occurrence  of  emphysema  was 
noted  in  5  cases  out  of  82,  or  6  per  cent,  of  those  cases 
which  ended  fatally  after  tracheotomy  in  twenty-one  years 
before  the  publication  of  the  paper  above  referred  to ;  and 
in  16  cases  out  of  28,  or  57  per  cent,  in  the  two  years 
following  its  publication. 

Pneumothorax  was  not  noted  in  a  single  one  of  the 
82  cases  occurring  in  the  twenty-one  years  previous  to  the 
paper,  but  has  been  noted  twice  in  28  cases  occurring  in 
the  two  years  following  its  publication. 

These  facts  speak  for  themselves. 

It  seems  to  be  evident  that  emphysema  of  the  anterior 
mediastinum  is  a  frequent  occurrence  in  fatal  cases  of 
tracheotomy. 

What  its  frequency  is  in  cases  which  do  not  end  fatally 
cannot  be  deduced  from  the  above  facts;  but  the  occurrence 
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of  mediastinal  emphysema  can  hardly  be  a  matter  of  in- 
difference^  and  pneumothorax  must  be  a  very  serious 
complication. 

It  is  possible  that  the  bubbles  of  air  in  the  medias- 
tinum may  produce  pneumothorax  by  being  ruptured  into 
the  pleura  by  pressure  on  the  sternum  and  thorax.  Such 
pressure  usually  (and  quite  rightly)  forms  part  of  the 
means  of  recovery  where  artificial  respiration  is  performed. 

It  is  strange  that  the  occurrence  of  both  complications 
should  have  been  (but  for  the  casual  allusion  referred  to) 
completely  overlooked  until  the  experiments  which  I  have 
had  the  honour  of  communicating  to  the  Society. 
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The  following  communication  concerns  certain  minor 
details  in  the  mode  of  performing  artificial  respiration  in 
stillborn  children,  which  it  has  been  thought  well  to  test 
by  experiment. 

i.  It  was  decided  to  test  the  effect  produced  by  the 
presence  of  air  in  the  abdominal  viscera  on  the  amount  of 
air  capable  of  being  drawn  into  the  lungs  by  the  manipu- 
lative methods. 

Experiment  1. — In  a  female  child  (f  Med.-Chir.  Trans./ 
vol.  lxiv,  1881,  p.  71,  Exp.  19,  (L.)),  in  which  the 
manipulative  methods  (Silvester,  Pacini,  Bain,  Schultze) 
succeeded  in  effecting  considerable  inspiration,  a  cannula 
was  passed  through  the  abdominal  walls  at  the  navel,  and 
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tied  in ;  attached  to  the  cannula  was  an  india-rubber  tube 
with  a  clip,  so  that  the  abdominal  cavity  could  be  inflated 
and  the  air  let  out. 

The  quantity  of  air  inspired  by  these  methods  was 
noted. 

It  was  found  that  moderate  inflation  of  the  abdominal 
cavity  produced  no  effect  on  the  amount  of  air  changed 
by  Silvester's  method,  and  its  modifications  by  Pacini  and 
Bain.  When  the  abdomen  was  very  tensely  inflated,  the 
amount  of  air  inspired  was  very  slightly  diminished. 

Experiment  2. — In  a  male  child  (see  experiments  above 
quoted,  No.  20  (M),  p.  73),  the  same  method  of  experi- 
ment was  adopted. 

(a)  The  P acini-Bain  modification  of  Silvester's  method 
was  repeated  six  times. 

In  each  case  6  inches  (i.  e.  6  inches  on  the  water 
manometer)  was  indicated  as  the  inspiratory  value. 

The  abdomen  was  then  inflated  as  tightly  as  possible, 
and  the  same  method  repeated  six  times. 

In  each  case  6  inches  was  indicated  as  the  inspiratory 
value. 

(b)  Schultze's  method  gave  7  inches  as  the  inspiratory 
value  on  six  repetitions. 

The  abdomen  was  then  inflated  as  tightly  as  possible, 
and  the  same  method  repeated  six  times. 

In  each  case  7  inches  was  indicated  as  the  inspiratory 
value. 

Remarks. — The  question  here  was  not  whether  air  in  the 
stomach  and  abdominal  viscera  impedes  respiration  when 
naturally  conducted,  but  whether  it  impedes  artificial  respi- 
ration. These  experiments  answer  the  question  decidedly 
in  the  negative. 

The  very  slight  difference  noticed  in  Experiment  1  was 
probably  due  to  the  impeded  movements  of  the  thoracic 
walls,  produced  by  great  distension  of  the  abdominal  walls. 

It  must  of  course  be  remembered  (loc.  cit.,  vol.  lxiv, 
p.  79),  that:  "This  group  of  manipulations  (Silvester's  and 
its  modifications),  which  produces  the  greatest  amount  of 
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ventilation,  in  no  way  resembles  the  normal  respiration 
of  a  child,  which  is  almost  purely  diaphragm atic;"  and 
that  the  presence  of  air  in  the  abdominal  viscera  would 
certainly  impede  the  descent  of  the  diaphragm  in  a  child 
breathing  normally.  This,  however,  is  not  the  question, 
which  really  concerns  the  resuscitation  of  a  stillborn  child 
by  artificial  respiration. 

It  must  also  be  remembered  that  nothing  is  easier  than 
to  empty  such  a  child's  stomach  of  air  by  gentle  pressure. 

Conclusion. — The  presence  of  air  in  the  abdomen  in  no 
way  impedes  the  ventilation  of  the  lungs  by  artificial 
respiration. 

ii.  It  was  next  determined  to  test  simple  methods 
usually  recommended  to  prevent  the  entrance  of  air  into 
the  stomach  in  mouth-to-mouth  inflation. 

A.  It  has  been  recommended  to  press  the  larynx,  and 
especially  the  cricoid  cartilage,  against  the  vertebraB,  with 
the  idea  that  the  complete  cartilaginous  ring  of  the  cricoid 
cartilage  will  be  strong  enough  to  compress  the  oesopha- 
gus without  itself  collapsing. 

This  method  has  been  recommended  by  Paul  Scheel  in 
1800,  Herholdt  in  1803,  Olshausen  in  1864,  and  also  by 
the  Committee  of  the  Royal  Medical  and  Chirurgical 
Society  in  1862,  who  declared  that  it  was  competent  to 
effect  its  object;  this,  however,  applied  to  adults. 

b.  It  has  also  been  recommended  to  bend  the  head 
strongly  backwards,  apparently  with  the  idea  that  the  soft 
oesophagus,  lying  posteriorly,  might  become  bent  in  such 
a  way  as  to  be  impervious,  while  the  trachea  provided 
with  its  rings  would  remain  patent. 

These  points  were  tested  in  two  experiments. 

Experiment  3. — A  tube  was  connected  with  the  pylorus 
and  placed  under  water,  so  that  bubbles  might  announce 
the  repletion  of  the  stomach  with  air.  The  trachea  was 
connected  with  a  manometer. 

a.  Mouth-to-mouth  inflation  was  then  tried,  pressure 
being  put  on  the  cricoid.     This  was  repeated  many  times. 
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It  was  found  only  occasionally  possible  to  put  pressure 
on  the  cricoid  so  as  to  occlude  the  oesophagus,  without  also 
occluding  the  trachea. 

b.  Bending  the  head  back  was  found  to  produce  no 
effect  in  preventing  the  entrance  of  air  into  the  oesophagus. 

Experiment  4. — A  similar  method  was  adopted. 

A.  Pressure  on  the  cricoid  cartilage  occluded  either 
oesophagus  and  trachea  or  neither.  No  graduation  of  the 
pressure  on  the  cricoid  was  able  to  effect  a  closure  of  the 
oesophagus  alone. 

b.  Bending  the  head  back  produced  no  effect. 

Conclusions. — Pressure  on  the  cricoid  and  bending  the 
head  back  are  powerless  to  prevent  air  from  passing  into 
the  stomach  if  the  lungs  are  inflated. 

iii.  The  next  experiment  concerned  the  patency  of  the 
upper  part  of  the  air  passages. 

Howard  had  already  shown  that  the  common  measure 
of  pulling  the  tongue  forward  with  forceps  is  useless,  as  it 
does  not  affect  the  structures  at  the  base  of  the  tongue, 
and  does  not  raise  the  epiglottis. 

His  manoeuvre  of  tilting  up  the  chin  with  the  mouth 
closed,  however  useful  in  adults,  permitting  respiration 
solely  through  the  nose  as  it  does,  cannot  be  of  the  same 
use  in  stillborn  children,  whose  pharynx  and  air  passages 
are  filled  with  mucus,  and  in  whom  the  removal  of  this 
mucus  is  one  of  the  great  desiderata. 

It  had  also  frequently  been  recommended  to  lay  the 
head  over  a  table,  to  allow  the  head  to  fall  back,  away 
from  the  lower  jaw  and  the  structures  connected  with  it, 
in  order  to  render  the  mouth  and  upper  air-passages 
patent. 

It  was  decided  to  test  this  by  the  frozen  section  of  a 
foetus  in  this  position. 

Experiment  5. — A  stillborn  full-time  foetus  which  had 
never  breathed  was  consequently  frozen  in  the  above 
position,  its  head  being  thrown  as  far  back  as  it  would  go. 
It  was  then  cut  in  a  sagittal  plane. 
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I  have  to  thank  Dr.  Gfarson,  of  the  Royal  College  of 
Surgeons,  for  this  operation.  His  saw  passed  almost  mathe- 
matically through  the  middle  line  of  both  the  front  and 
back  of  the  body. 

The  result  showed  that  the  soft  palate  lay  against  the 
back  of  the  tongue  over  a  large  extent,  and  did  not  fall 
away  from  it. 

Conclusion. — Hanging  the  head  backwards  over  the 
edge  of  a  table  does  not  provide  for  the  patency  of  the 
upper  air-passages. 

This  accords  with  my  own  clinical  experience.  The 
greatest  difficulty  occurs  in  children  in  the  pale  stage  of 
asphyxia  and  probably  depends  on  inaction  of  the  divari- 
cators  of  the  glottis,  which  are  flabby  and  useless,  like  all 
the  other  muscles  during  this  stage. 

This  question  of  the  patency  of  the  upper  air-passages 
is  often  the  great  difficulty  to  overcome.  It  frequently 
happens  (especially  in  premature  children,  but  by  no  means 
exclusively  in  them)  that  Silvester's  method  and  its  modifi- 
cations entirely  fail  from  this  cause  to  introduce  any  air 
into  the  lungs.  The  difficulty  is  chiefly  met  with  in 
children  in  the  stage  of  pale  (flabby)  asphyxia,  and  probably 
for  the  reason  mentioned  above. 

The  method  of  Schultze  certainly  succeeds  in  introducing 
air  under  these  circumstances  in  many  cases  in  which 
Silvester's  method  and  its  modifications  have  failed.  The 
reason  of  this  is  not  at  present  clear  to  me,  but  I  have 
observed  the  fact  too  often  to  be  mistaken. 

I  have  adopted  the  plan  (which  I  have  not  seen  advo- 
cated) of  introducing  a  catheter  into  the  trachea  and 
leaving  it  there  during  the  respiratory  manipulations,  and 
with  satisfactory  results. 

While  in  the  trachea  it  serves  for  various  purposes,  the 
principal  one  of  which  is  the  removal  of  mucus,  but  not 
in  the  manner  usually  recommended.  It  is  advantageous 
to  secure  the  catheter  at  the  proper  length  within  the 
trachea,  so  that  it  may  not  slip  too  far  in,  or  slip  out,  if 
the  Schultze  method  is  adopted. 
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I  have  measured  the  length  along  a  catheter  from  the 
lips  to  the  glottis,  and  find  it       inches  in  a  foetus. 

A  catheter  which  measures  3|  inches  from  the  lips  of 
the  foetus  is  within  the  glottis,  but  above  the  bifurcation 
of  the  trachea. 

This  then  is  the  proper  length,  and  it  is  easy  to  secure 
the  catheter  by  a  soft  bandage  or  by  a  piece  of  elastic 
passed  round  the  head,  with  which  there  is  no  fear  of  the 
catheter  slipping  out  or  too  far  in. 

The  removal  of  the  mucus  is  best  effected  in  the  follow- 
ing manner,  and  if  used  should  precede  all  attempts  at 
respiration,  in  order  that  the  mucus,  meconium,  and  other 
matters  found  in  the  child's  mouth  may  not  be  inhaled. 

1.  Lay  the  child  on  its  back,  with  the  head  hanging 
over  the  edge  of  the  table,  and  a  little  lower  than  the  rest 
of  its  body. 

2.  Wipe  out  the  mouth  with  a  soft  handkerchief. 

3.  Press  the  thorax  gently  with  one  hand,  stroking  the 
trachea  upwards  with  the  other,  and  retain  the  finger  at 
the  top  of  the  trachea  until  the  next  manoeuvre  is  complete. 
(The  mucus  will  gravitate  towards  the  posterior  nares.) 

4.  Put  a  handkerchief  over  the  child's  mouth,  blow 
gently,  and  the  mucus  will  be  blown  out  of  the  nostrils 
(but  not  into  the  operator's  face). 

5.  If  necessary,  introduce  a  catheter  3|  inches  from  the 
lips  and  secure  it. 

6.  Press  the  thorax  gently  with  one  hand  (to  prevent 
the  entrance  of  air),  and  blow  through  the  catheter.  The 
opening  being  low  down  in  the  trachea,  the  air  and  mucus 
with  it  being  unable  to  pass  into  the  lungs  on  account  of 
its  compression  by  the  hand,  will  rush  up  through  the 
glottis,  and  the  mucus  will  be  blown  into  the  pharynx. 
This  can  be  repeated  as  often  as  necessary,  the  general 
tendency  of  fluids  in  the  air-tubes  being  to  ascend  during 
respiration,  whether  natural  or  artificial,  towards  the  mouth. 

This  manoeuvre  is  more  efficient  and  far  pleasanter  than 
the  suction  usually  recommended ;  it  has  answered  well  in 
practice. 
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During  artificial  respiration  fluid  will  often  pour  from 
the  catheter,  especially  if  it  is  held  over  the  edge  of  the 
table  like  a  syphon. 

N.B. — The  plan  of  holding  the  nostrils  during  inflation 
of  the  lungs  is  altogether  to  be  condemned  ;  it  retains 
mucus  which  might  be  expelled,  and  the  nostrils  are  a 
valuable  safety-valve  guarding  the  lungs  from  over-dis- 
tension. 

iv.  I  have  thought  it  worth  while  to  describe  some  of 
the  progressive  signs  of  returning  life  in  a  case  in  which  I 
had  good  opportunities  of  observing  them. 

A  very  large  male  child  was  delivered  on  April  14,  J  878, 
in  a  state  of  pale  (flabby)  asphyxia  after  turning,  indicated 
by  a  hand  presentation.  There  was  exomphalos,  and 
mouth-to-mouth  inflation  sKowed  the  air  to  pass  freely 
into  the  intestines,  which  protruded  considerably. 

The  child  was  born  at  3.20  p.m.,  the  only  sign  of  life 
being  a  very  feeble  and  slow  beating  of  the  heart. 

Artificial  respiration  was  begun  by  mouth-to- mouth 
inflation,  and  continued  by  the  methods  of  Silvester  and 
Schultze,  assisted  by  alternate  hot  and  cold  baths.  Under 
this  treatment  the  heart's  action  became  stronger  and  more 
rapid. 

The  first  breath  was  drawn  at  3.50  p.m.,  but  breathing 
was  not  spontaneous  till  4.30  p.m.  and  was  then  very  feeble. 
When  it  was  at  length  established,  expiration  was  assisted 
by  pressure  on  the  thorax  and  abdomen. 

The  breaths  were  not  equally  drawn,  but  about  every 
third  breath  was  deeper,  the  intermediate  breaths  being 
light  and  shallow. 

Breathing  was  fairly  established  at  5.15  p.m. 

The  first  sign  of  muscular  action  was  seen  about  4.45  p.m., 
and  consisted  in  a  quivering  of  the  tongue  ;  then  the  ake 
of  the  nose  dilated,  then  the  mouth  quivered.  About  this 
time  the  expirations  began  to  be  tremulous  as  in  crying. 
About  5  p.m.  there  was  "  sobbing,"  i.e.  the  diaphragm 
produced  irregular  inspirations  without  consentaneous 
opening  of  the  glottis. 
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General  Conclusions. 

1.  The  presence  of  air  in  the  abdominal  viscera  in  no 
way  impedes  the  ventilation  of  the  lnngs  by  artificial  res- 
piration. 

2.  Pressure  on  the  cricoid  cartilage,  and  bending  the 
head  back  are  powerless  to  prevent  the  passage  of  air  into 
the  stomach,  during  mouth-to-mouth  inflation. 

3.  Hanging  the  head  backwards  over  the  edge  of  a 
table  does  not  provide  for  the  patency  of  the  upper  air- 
passages. 

A  plan  of  providing  for  the  patency  of  the  air-passages 
and  the  removal  of  mucus  is  here  related  in  detail. 

Notes  of  the  signs  of  returning  life  in  a  deeply  asphyx- 
iated child  are  given  from  a  careful  observation. 
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Among  inflammatory  affections  of  bone  spinal  caries 
must  rank  as  one  of  the  most  serious,  yet  its  gravity  depends 
upon  no  special  virulence  of  character,  upon  no  unusual 
activity  of  progress.  The  caries  that  involves  the  vertebras 
is  not  an  isolated  and  peculiar  variety.  It  is  usually  of 
the  kind  known  as  strumous,  or  better,  as  osteo-myelitis 
granulosa.  It  may  be  of  the  simple  species  that  follows 
upon  injury,  or,  in  rarer  instances,  of  the  form  that  is 
dependent  upon  syphilis.  A  caries  precisely  similar  to  it 
may  be  met  with  in  the  foot  or  hand ;  and  yet  an  amount 
of  disease  may  prove  fatal  in  the  spine  that  in  the  os  calcis 
would  form  but  a  comparatively  insignificant  ailment.  Its 
gravity  can  hardly  be  said  to  depend  even  upon  the  prox- 
imity of  the  malady  to  the  spinal  cord.  Bone  disease  in 
the  upper  cervical  region  is  certainly  very  often  fatal  by 
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the  mischief  it  may  induce  in  the  medulla  spinalis,  but 
elsewhere  in  the  column  it  must  be  owned  that  the  fatal 
issue  is  comparatively  seldom  due  wholly  to  a  central  nerve 
complication.  It  cannot  even  be  said  that  in  the  vertebras 
caries  meets  with  a  bone  tissue  that  presents  any  facilities 
for  its  development  that  are  not  possessed  by  many  other 
bones  in  the  body.  In  actual  fact  the  carpus  and  tarsus 
present  advantages  for  the  rapid  progress  of  caries  that 
are  greatly  in  excess  of  any  possessed  by  the  spinal 
column. 

It  is  needless  to  say  that  the  seriousness  of  Pott's  dis- 
ease depends  mainly  upon  the  depth  at  which  the  morbid 
centre  is  placed  ;  upon  its  inaccessibility  to  methods  of 
treatment  that  are  successful  in  other  forms  of  caries,  and 
upon  the  tedious,  laborious,  and  destructive  processes 
that  are  necessary  for  the  evacuation  of  its  morbid 
products. 

When  caries  attacks  the  spine  suppuration  as  a  rule 
results,  as  it  does  in  carious  processes  elsewhere.  The 
abscess  formed  has,  however,  not  attained  great  size  before 
it  finds  itself  hemmed  in  on  all  sides.  All  ready  points 
of  exit  for  its  escape  are  closed,  and  to  find  an  issue 
upon  the  surface  of  the  body  it  has  to  take  a  long 
and  devious  course.  When  the  malady  involves  the  lower 
segments  of  the  column  the  pus  usually  follows  the  psoas 
muscle  and  so  makes  its  way  to  the  thigh.  Or  it  may 
fall  short  of  the  thigh  and  wander  into  the  pelvis  or  force 
its  way  among  the  connective  tissue  planes  of  the  lumbar 
region.  Wherever  it  goes  it  leaves  behind  it  a  tract  of 
destruction  and  adds  to  the  original  evils  of  the  disease 
a  grave  and  terrible  complication.  But  even  when  the 
products  of  suppuration  have  been  evacuated  the  disease 
is  still  far  from  cure.  There  is  an  immense  abscess 
cavity  that  must  be  closed  and  a  vast  amount  of  dead  and 
dying  bone  in  the  depths  of  the  body  that  must  be  more 
or  less  completely  eliminated.  Nature's  methods  of 
effecting  this  removal  are  very  slow.  The  products  of 
the  disease  are  carried  away  particle  by  particle  and  grain 
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by  grain,  and  it  not  infrequently  happens  that  the  patient 
dies  worn  out  before  the  tedious  process  is  completed. 

Now  take  for  the  sake  of  comparison  a  case  of  caries 
involving  a  superficial  bone.  Suppose,  for  example,  that 
a  patient  is  attacked  with  this  disease  in  the  vicinity  of 
the  wrist.  The  parts  involved  can  at  once  be  placed  at 
rest.  Any  pus  that  may  form  can  be  immediately  evacu- 
ated. Necrotic  fragments  or  portions  of  disintegrated 
bone  can  be  readily  removed,  and  the  progress  of  the  dis- 
ease, with  more  or  less  success,  arrested. 

Surgeons  having  under  their  care  cases  of  Pott's  disease 
must  have  been  impressed  with  the  good  that  might 
accrue  if  only  that  malady  could  be  made  amenable  to  such, 
methods  of  treatment  as  are  usually  adopted  in  the  more 
superficial  forms  of  caries ;  but  I  am  not  aware  that 
this  impression  has  been  carried  into  actual  practice. 

In  the  present  paper  I  venture  to  submit  to  the  notice 
of  this  Society  an  operation  for  the  more  direct  relief  of 
spinal  caries  when  associated  with  abscess  and  when  occur- 
ring in  a  certain  segment  of  the  column.  I  might  say  at 
once  that  the  procedure  is  concerned  only  with  the  disease 
when  it  involves  the  lumbar  and,  with  some  reservation, 
the  twelfth  dorsal  vertebrae.  It  consists  simply  in  cutting 
down  upon  the  bodies  of  those  vertebrae  through  an  incision 
made  in  the  loin.  By  means  of  this  incision  the  diseased 
area  can  be  more  or  less  directly  exposed,  suppurative 
collections  can  be  opened  at  their  point  of  origin  and 
evacuated  by  the  shortest  possible  route,  portions  of 
necrosed  bone  can  be  removed  when  such  exist,  and  the 
diseased  district  subjected  to  the  same  methods  of  treatment 
that  are  commonly  applied  to  the  more  superficial  forms 
of  caries. 

I  am  enabled  to  give  an  account  of  three  patients  upon 
whom  I  performed  this  operation,  and  from  one  of  whom  I 
removed  a  large  sequestrum  involving  a  great  part  of  the 
body  of  the  first  lumbar  vertebra. 

The  details  of  the  operation  as  it  may  be  performed  on 
the  cadaver  are  as  follows.    In  the  description  given  I  have 
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presumed  that  the  surgeon  intends  to  cut  down  upon  the 
second  or  third  lumbar  vertebra.  If  a  higher  or  a  lower  ver- 
tebra require  to  be  exposed  some  slight  and  obvious  modi- 
fications as  regards  position  of  incision,  &c,  would  have  to 
be  introduced.  These,  however,  need  no  detailed  notice. 
The  patient's  loin  having  been  exposed  a  vertical  incision 
some  two  and  a  half  inches  in  length  is  made  through  the 
integuments.  The  centre  of  this  cut  should  lie  about 
midway  between  the  crest  of  the  ilium  and  the  last  rib, 
and  the  cut  should  be  so  placed  as  to  correspond  to  a 
vertical  line  parallel  with  and  to  the  vertebral  side  of  the 
outer  border  of  the  erector  spinas.  I  find  that  the 
average  width  of  the  erector  spinas  in  this  situation  is,  in 
the  adult,  from  two  and  three  quarters  to  three  inches. 
The  incision,  therefore,  should  be  situated  about  two  and 
a  half  inches  from  the  lumbar  spinous  processes.  After 
cutting  through  the  superficial  fascia  the  dense  aponeurosis 
is  exposed  that  covers  the  posterior  surface  of  the 
erector  spinas  and  which  is  variously  known  as  the  super- 
ficial layer  of  the  lumbar  fascia,  as  the  aponeurosis  of  the 
latissimus  dorsi  and  serratus  posticus  inferior  muscles,  and 
as  the  inferior  part  of  the  vertebral  aponeurosis.  The 
part  of  this  layer  exposed  in  the  lower  half  of  the  incision 
is  wholly  tendinous,  but  from  that  seen  in  the  upper  half 
of  the  cut  arise  some  of  the  fibres  of  the  latissimus  dorsi. 
These  fibres  are  thin  and  pass  from  below  obliquely  up- 
wards and  outwards.  The  dense  aponeurosis  with  its 
attached  muscular  fibres  having  been  divided  in  the  full 
length  of  the  incision  the  erector  spinas  is  exposed.  This 
muscle  is  at  once  recognised  by  the  vertical  direction  of 
its  fibres.  The  outer  border  of  the  muscle  should  now  be 
sought  for  and  the  whole  mass  drawn  by  means  of 
retractors,  as  far  as  possible  towards  the  middle  line  of  the 
back.  In  this  way  the  anterior  part  of  the  sheath  of  the 
muscle,  known  as  the  middle  layer  of  the  fascia  lumborum, 
is  readily  exposed.  Neither  in  front  nor  behind  has  the 
erector  spinas  any  direct  adhesion  to  its  sheath  at  this 
part. 
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The  anterior  layer  of  the  sheath,  as  now  exposed,  is 
seen  to  be  made  up  of  dense  white  glistening  fibres  which 
are  all  more  or  less  transverse  in  direction.  Through  this 
sheath  the  transverse  processes  of  the  lumbar  vertebras 
should  be  sought  for.  The  longest  and  most  conspicuous 
process  is  that  belonging  to  the  third  vertebra.  It  is 
readily  felt.  The  erector  muscle  having  been  drawn  as  far 
as  possible  towards  the  middle  line,  the  anterior  layer  of  its 
sheath  must  be  divided  vertically  as  near  to  the  transverse 
processes  as  convenient.  By  this  incision  the  quadratus 
lumborum  muscle  is  exposed.  The  muscle  as  here  seen 
is  very  thin.  It  is  composed  of  muscular  fibres  which  run 
from  above  obliquely  downwards  and  outwards.  Between 
the  fibres  are  tendinous  bundles  which  spring  from  the 
tips  of  the  transverse  processes.  The  muscle  should  be 
divided  close  to  the  extremity  of  a  transverse  process  and 
the  incision  cautiously  enlarged  until  the  muscle  is  divided 
to  the  full  extent  of  the  skin  wound.  It  is  at  this  stage  that 
there  is  danger  of  wounding  the  abdominal  branches  of 
the  lumbar  arteries.  The  inner  edge  of  the  quadratus  is 
overlapped  by  the  psoas  muscle,  so  that  when  the  former 
is  divided  the  latter  is  exposed.  The  psoas  fibres,  as  now 
seen,  take  about  the  same  direction  as  the  posterior  fibres 
of  the  quadratus,  i.e.  run  downwards  and  outwards.  The 
interval  between  the  two  muscles  is  marked  by  a  thin  but 
distinct  layer  of  fascia,  known  as  the  anterior  lamella  of 
the  fascia  lumborum.  Some  of  the  tendinous  fibres  of  the 
psoas  having  been  divided  close  to  a  transverse  process 
the  finger  is  introduced  beneath  the  muscle  and  gently 
insinuated  along  the  process  until  the  anterior  aspect  of  the 
bodies  of  the  vertebrae  is  reached.  The  incision  in  the 
psoas  can  be  enlarged  to  any  extent. 

If  the  patient  were  stout  or  very  muscular  the  length 
of  the  skin  wound  would  have  to  be  increased,  or  a  trans- 
verse cut  might  be  made  into  the  erector  spinas  to  allow 
of  its  more  effectual  retraction. 

With  common  care  there  should  be  no  danger  of  open- 
ing up  the  subperitoneal  connective  tissue,  much  less  of 
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wounding  the  peritoneum.  All  risk  on  this  score  will  be 
avoided  by  making  the  incision  in  the  quadratus  as  near  to 
the  transverse  processes  as  possible. 

Great  care  must  be  taken  not  to  wound  the  lumbar 
arteries.  The  abdominal  branches  of  these  vessels  run  for 
the  most  part  behind  the  quadratus  lumborum.  That, 
however,  from  the  first  vessel  runs  in  front  and  not  infre- 
quently those  from  one  or  two  of  the  lower  arteries  follow 
its  example.  These  vessels  may  be  of  large  size,  often  as 
large  as  the  lingual.  They  may  be  avoided  as  well  as  the 
trunks  from  which  they  arise  by  keeping  close  to  a  trans- 
verse process.  The  main  vessel  curves  around  the  spine 
between  the  transverse  processes  and  between  these 
processes  also  the  division  of  the  artery  occurs.  If, 
therefore,  the  rule  be  observed  of  always  reaching  the 
spine  along  a  transverse  process,  the  lumbar  arteries 
and  their  abdominal  branches  need  be  exposed  to  no 
risk. 

In  actual  practice  the  operation  is  much  simpler  than 
may  appear  from  this  description.  The  patients  are 
usually  young  and  thin — often  very  thin.  If  the  disease 
have  lasted  for  any  length  of  time  the  muscles  about  the 
part  are  found  to  be  atrophied,  and  if  any  moderate 
deformity  exist  it  serves  to  render  the  morbid  region 
more  easy  of  access.  The  moment,  moreover,  that  the 
quadratus  is  incised  the  psoas  is  reached,  and  here  will  in 
all  probability  be  found  an  abscess  cavity  which  will  imme- 
diately conduct  the  surgeon's  finger  to  the  seat  or  the 
disease.  As  to  which  loin  should  be  selected — the  right 
or  the  left — it  matters  little.  The  operation  can  be  some- 
what more  conveniently  performed  upon  the  right  side, 
while  upon  the  left  it  is  that  the  risk  of  damaging  the 
peritoneum  by  an  accidental  slip  is  reduced  to  a  minimum. 

I  might  now  give  an  account  of  the  three  patients 
already  referred  to.  They  came  under  my  care  at  the 
London  Hospital  while  doing  vacation  work  for  my  colleague 
Mr.  Adams,  to  whom  I  am  indebted  for  permission  to 
publish  them. 
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The  first  patient,  a  young  woman,  set.  21,  was  admitted 
on  July  1st,  1883.  Two  years  before  she  had  received  a 
violent  blow  over  the  lumbar  spine.  Twelve  months  before 
she  began  to  experience  pain  in  this  part  on  movement,  which 
pain  had  continued  more  or  less  until  she  came  into  the 
hospital.  Two  months  before  admission  a  swelling  appeared 
over  the  right  iliac  crest  and  since  that  time  walking  had 
been  so  painful  and  difficult  that  she  had  to  take  to  her  bed. 
Her  state  on  admission  was  as  follows :  She  was  anaemic  and 
very  thin.  There  was  tenderness  over  the  first  and  second 
lumbar  spines,  which  was  much  increased  by  movement ; 
there  was  great  rigidity  of  this  segment  of  the  spine,  but 
no  deformity.  A  small  swelling  existed  over  the  right 
iliac  crest,  and  a  large  dull  and  fluctuating  swelling  in  the 
left  iliac  region.  This  latter  swelling,  which  was  evidently 
an  immense  abscess,  could  be  felt  on  examination  by  the 
rectum  and  vagina  to  extend  into  the  pelvis. 

The  patient's  condition  a  month  later,  i.e.  early  in 
August,  was  as  follows.  The  collection  in  the  left  iliac 
region  had  increased  rapidly_and  had  been  aspirated  three 
times.  After  each  tapping  it  refilled  speedily,  the  amount 
of  pus  evacuated  on  the  three  occasions  being  respectively 
28,  60,  and  30  ounces.  Thus  no  less  than  three  quarts 
of  matter  had  been  discharged  in  about  thirty  days.  The 
patient  was  rapidly  emaciating ;  she  had  severe  night 
sweats,  her  temperature  ranged  from  100  to  104,  she  was 
extremely  feeble  and  complained  of  so  much  pain  in  the 
left  side  as  to  require  the  frequent  administration  of 
hypodermic  injections  of  morphia ;  she  had  occasional 
rigors  and  was  often  sick.  It  was  evident  that  this  enor- 
mous amount  of  suppuration  was  kept  up  by  some  abiding 
source  of  irritation,  situated  probably  in  the  lumbar  spine. 
The  parts  had  been  kept  at  rest  by  maintaining  the  re- 
cumbent posture  and  by  restraining  movements  by  means 
of  a  long  Liston's  splint.  The  patient,  however,  was  not 
able  to  endure  the  confined  position  for  long,  and  the 
splint  was  left  off.  Under  the  circumstances,  therefore,  I 
resolved  to  perform  the  operation  above  described  with 
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the  purpose  of  hitting  the  abscess  near  its  point  of  origin 
and  of  removing  if  possible  any  carious  bone  that  may  be 
perpetuating  the  mischief.  The  operation  was  performed 
on  August  11th.  The  incision  was  made  in  the  left  loin. 
The  erector  spinas  muscle  was  found  to  be  much  atrophied, 
and  before  the  quadratus  lumborum  could  be  well  defined 
a  huge  abscess  was  opened  that  occupied  the  substance  of 
the  psoas  muscle. 

Introducing  the  finger  into  the  abscess  cavity  the 
bodies  of  the  lumbar  vertebras  were  soon  reached,  and  in 
the  substance,  or  rather  in  the  place,  of  the  first  vertebra 
a  large  sequestrum  was  found.  This  was  readily  removed. 
It  was  situated  in  a  cavity  apparently  lined  by  granula- 
tions, and  after  its  removal  no  more  dead  or  exposed  bone 
of  any  kind  could  be  detected.  The  operation  was  con- 
ducted under  antiseptic  precautions,  and  from  the  abscess 
cavity  some  forty  ounces  of  pus  were  evacuated.  It  was 
evident  that  the  abscess  extended  far  down  into  the 
pelvis.  A  large  drainage  tube  was  introduced  so  as  to 
reach  the  vertebral  column.  The  sequestrum  was  com- 
posed of  a  mass  of  cancellous  bone  and  measured  about 
one  inch  by  half  an  inch.  The  improvement  in  the 
patient's  condition  was  immediate  and  very  marked.  Her 
temperature  sank  so  as  to  reach  nearly  the  normal  line. 
She  no  longer  suffered  any  pain.  Her  appetite  improved 
and  she  began  to  gain  flesh  rapidly.  By  September  24th 
the  patient  was  able  to  sit  up  for  the  greater  part  of  the 
day,  the  sinus  left  by  the  wound  had  greatly  contracted, 
and  the  amount  of  discharge  had  become  quite  insignifi- 
cant. On  the  29th  of  September  the  antiseptic  dressings 
were  discontinued.  The  patient  is  now  well.  She  walks 
about  without  inconvenience  and  is  much  improved  in  ap- 
pearance and  in  general  health.  There  is  no  longer  any 
tenderness  about  the  spine,  and  the  wound  has  quite 
healed. 

The  second  case  is  of  a  different  character  and  serves 
merely  to  illustrate  the  ease  with  which  the  lumbar  spine 
can  be  examined  under  circumstances  of  doubt.  The 
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patient  was  a  little  girl  set.  12,  who  was  admitted  on 
July  25th,  1883.  She  had  a  conspicuous  angular  curva- 
ture in  the  lumbar  region  of  the  spine,  the  most  prominent 
spinous  process  being  that  of  the  second  vertebra.  She 
was  an  orphan  and  without  friends,  so  that  no  account  of 
her  past  history  could  be  obtained.  All  that  could  be 
ascertained  was  that  the  "  lump  "  in  the  back  had  been 
there  for  some  months,  that  she  had  had  no  accident,  and 
had  not  been  laid  up.  She  was  pale,  thin,  and  ill- 
nourished,  and  in  the  right  groin  there  was  a  small,  dull, 
fluctuating  swelling  painful  on  pressure.  I  concluded  that 
this  abscess  was  connected  with  the  mischief  in  the  spine. 
On  August  15th  the  swelling  was  aspirated  and  two  ounces 
of  pus  evacuated.  About  a  week  afterwards  pus  spontane- 
ously escaped  through  the  trochar  puncture  and  the  abscess 
was  then  freely  opened  with  the  scalpel.  It  proved  to  be  a 
small  chronic  abscess  of  no  great  magnitude  and  appa- 
rently was  in  no  way  associated  with  the  spinal  affection. 
Its  origin,  indeed,  was  probably  quite  casual. 

By  the  1st  of  September  the  abscess  had  almost  ceased 
to  discharge,  but  the  child  had  become  much  worse.  Her 
temperature  has  been  rising  for  the  last  two  days ;  she 
looked  ill ;  she  had  lost  her  appetite,  and  she  complained 
of  vague  pains  about  the  lower  part  of  her  back.  There 
was  then  no  symptom  that  directed  any  attention  to  the 
lungs.  I  imagined — erroneously,  as  the  sequel  proved — - 
that  these  evidences  of  inflammation  depended  upon  some 
fresh  mischief  about  the  lumbar  spine,  since  they  were  in 
all  points  consistent  with  commencing  suppuration.  I 
therefore  cut  down  upon  the  affected  vertebrae  from  the 
right  loin  by  the  procedure  already  described.  The  spine 
was  readily  reached,  and  my  examination  of  it  merely 
revealed  great  inequality  of  the  bony  surfaces  and  great 
thickening  of  the  soft  parts  about  the  site  of  the  defor- 
mity. It  was  evident  that  the  spinal  disease  had  been 
long  cured  and  had  nothing  to  do  with  the  child's  present 
symptoms. 

The  operation  was  performed  antiseptically,  and  the 
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wound  did  well.  On  the  following  morning  the  child  was 
found  to  be  breathing  rapidly,  and  an  examination  of  the 
bases  of  the  lungs  revealed  extensive  dulness  and  tubular 
breathing.  The  patient  remained  for  some  time  very  ill, 
and  on  September  27th  evidences  of  empyema  having 
appeared  the  chest  was  tapped  and  much  pus  evacuated. 
Since  then  the  child  has  done  well  and  has  been  some 
time  discharged  from  the  hospital.  In  this  case  I  must 
confess  that  the  operation  was  based  upon  error,  and  I 
have  to  congratulate  myself  upon  the  circumstance  that 
the  case  ended  as  favorably  as  it  did.  It,  however,  served 
to  show  with  what  comparative  ease  the  lumbar  vertebrae 
can  be  subjected  to  examination. 

The  third  patient  was  a  lad  set.  16,  who  was  admitted 
into  the  London  Hospital  on  October  19th. 

In  his  case  an  angular  deformity  in  the  lumbar  region 
was  noticed  two  years  ago.  Some  six  months  ago  an 
abscess  was  opened  in  the  right  groin  about  one  and  a 
half  inches  below  Poupart's  ligament.  The  boy  has  been 
under  treatment  at  different  hospitals  since  the  incision 
was  made  and  has  been  to  the  seaside.  On  admission  the 
sinus  was  discharging  very  freely,  the  patient  had  suf- 
fered greatly  in  health  from  the  continuous  drain  of  pus, 
and  nothing  that  was  done  in  the  way  of  irrigating  the 
abscess  cavity,  had  any  effect  upon  the  amount  of  the 
discharge.  On  October  27th  the  incision  already  described 
was  made  along  the  right  side  of  the  lumbar  spine.  The 
angular  deformity  was  considerable,  the  most  prominent 
spinous  process  corresponding  to  the  second  lumbar  ver- 
tebra. This  bending  of  the  spine  had  brought  the  trans- 
verse processes  more  together,  and  in  order  to  more 
readily  reach  the  psoas  muscle  I  removed  with  bone  for- 
ceps the  transverse  process  of  the  third  vertebra.  No  pus 
had  been  encountered  by  the  time  that  the  psoas  muscle 
was  reached,  but  upon  cutting  into  that  muscle  an  abscess 
cavity  was  opened  up  from  which  pus  escaped  through 
the  wound.  I  found  that  the  bodies  of  two  of  the  lumbar 
vertebrae  lay  in  the  abscess  cavity,  and  from  the  surface 
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of  bone  thus  exposed  I  removed  with  the  finger  a  few 
minute  fragments  of  carious  bone.  I  believe  that  no 
active  mischief  was  progressing  in  the  bones,,  but  rather 
that  their  condition  at  the  time  of  the  operation  depended 
upon  their  having  been  long  kept  in  contact  with  retained 
and  offensive  pus.  The  operation  was  performed  antisep- 
tically,  but  as  the  whole  abscess  cavity  was  rendered  septic 
by  the  communication  of  the  sinus  in  the  thigh  with  the 
air  the  dressings  were  soon  abandoned.  When  a  few  days 
had  elapsed  I  passed  a  large  drainage-tube  in  at  the  sinus 
in  the  groin  and  brought  it  out  at  the  wound  in  the  back. 
By  this  means  the  whole  psoas  muscle  was  drained  from 
one  end  to  the  other  and  the  entire  abscess  cavity  could 
be  readily  washed  out. 

By  December  3rd  the  discharge  had  become  much  less 
than  it  was  before  the  operation,  the  boy  was  improved 
in  health,  and  was  free  from  pain.  An  examination  of  the 
part  under  chloroform  revealed  the  fact  that  the  bared  sur- 
faces of  bone  were  now  quite  covered  over  by  granulations 
and  no  bare  bone  could  be  anywhere  felt  in  the  depths  of 
the  wound. 

As  the  discharge  of  pus  was  more  free  on  some  days 
than  on  others,  I  imagined  that  the  abscess  cavity  might 
be  sacculated  and  that  within  these  sacculi  pus  might  be 
lodged.  To  meet  this  condition  it  appeared  desirable  that 
the  cavity  of  the  abscess  should  be  irrigated  more  fre- 
quently than  twice  a  day.  By  passing  a  very  large  fene- 
strated tube  through  the  length  of  the  psoas  muscle,  and 
by  making  use  of  a  syphon  arrangement,  a  continuous 
stream  of  cold  water  was  allowed  to  run  through  the 
abscess  cavity  from  one  end  to  the  other.  This  was  kept 
up  for  seven  days,  during  which  time  the  boy's  tempera- 
ture remained  at  or  but  little  above  the  normal.  After 
the  removal  of  the  tube  the  discharge  was  found  to  be 
greatly  diminished.  The  lad  succumbed  to  chronic  lung 
disease  two  months  after  the  operation.  The  autopsy 
showed  that  the  once  carious  bone  was  covered  over  by 
healthy  granulations,  and  the  once  large  abscess  cavity  in 
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the  psoas  muscle  was  reduced  to  a  very  narrow  tract.  (The 
specimen  was  exhibited.) 

In  conclusion  I  would  draw  attention  to  one  or  two 
pathological  circumstances  that  more  or  less  directly  con- 
cern this  operation. 

In  the  first  place  it  cannot  be  said  that  the  lumbar 
region  is  so  seldom  the  seat  of  caries  as  to  render  the 
operation  of  very  limited  application.  According  to 
Hueter  the  twelfth  dorsal  and  the  first  lumbar  are  the 
vertebras  that  of  all  others  are  the  most  frequently 
attacked  with  this  disease.  The  latter  of  these  vertebras 
can  be  reached  without  difficulty,  but  the  last  of  the  dorsal 
centra  is  much  less  accessible.  It  may  be  noted,  however, 
that  the  psoas  fibres  reach  to  the  lower  border  of  this 
vertebra  and  that  the  muscle  may  be  made  use  of  to 
reach  the  bone.  Probably  in  most  cases  an  abscess  would 
exist,  under  which  circumstances  the  abscess  cavity  would 
form  an  easy  and  safe  guide  to  the  surface  of  the  ver- 
tebra. 

In  the  second  place  it  must  be  remarked  that  in  the 
great  majority  of  all  cases  of  spinal  caries  the  disease 
commences  in  the  superficial  parts  of  the  bone,  if  not 
actually  in  the  subperiosteal  tissue.  This  being  the  case, 
an  operation  such  as  has  just  been  described  could  be 
effectively  carried  out  at  the  very  earliest  stages  of  the  dis- 
ease, and  at  a  time  when  the  extent  of  the  malady  was 
yet  insignificant.  Sometimes  the  disease  has  commenced 
in  the  centre  of  the  bone  and  even  at  its  posterior  surface  ; 
but  in  all  such  cases  there  is  a  tendency  for  the  morbid 
process  to  advance  towards  the  anterior  aspect  of  the  bone 
and  thus  to  assume  a  position  in  which  it  would  be  more 
amenable  to  treatment.  Probably  the  least  satisfactory 
cases  would  be  illustrated  by  those  few  examples  of  ver- 
tebral caries  where  the  disease  has  commenced  simulta- 
neously in  two  or  more  points  of  the  column.  Such  cases 
are,  however,  I  believe,  very  rare. 

Thirdly,  it  must  be  borne  in  mind  that  when  much 
angular  deformity  exists  the  space  between  the  last  rib 
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and  the  iliac  crest  becomes  much  encroached  upon. 
Indeed,  the  rib  may  touch  and  even  overlap  the  pelvic 
bone.  Cases,  however,  where  the  space  available  for  this 
operation  is  seriously  narrowed  are  not  common,  are  mostly 
found  in  instances  of  extensive  disease  in  the  dorsal  spine, 
and  are,  for  several  reasons,  unsuitable  for  active  treat- 
ment. 

Lastly,  I  think  it  may  be  said  in  favour  of  this  opera- 
tion that  it  directly  reaches  the  seat  of  disease  and  renders 
the  affected  part  amenable  to  modes  of  treatment  that  are 
commonly  adopted  in  like  maladies  attacking  more 
superficial  bones.  It  opens  any  abscess  that  may  exist 
at  the  actual  seat  of  disease,  and,  so  long  as  the  patient 
retains  the  recumbent  posture,  at  its  most  dependent 
spot. 

It  evacuates  the  matter  by  the  shortest  route,  and  if 
applied  early  enough  should  prevent  the  formation  of  a 
huge  abscess  that  may  burrow  into  the  iliac  region,  the 
pelvis  or  the  thigh.  I  would  urge  that  a  psoas  abscess 
when  diagnosed,  should  be  opened,  other  things  being 
equal,  at  its  point  of  origin  from  the  lumbar  spine  rather 
than  at  a  spot  quite  remote  from  that  point.  In  suggest- 
ing this  mode  of  treatment  I  am  merely  advocating  for 
the  relief  of  psoas  abscess  the  same  method  that  is  usually 
adopted  in  suppurating  collections  more  favorably  placed. 
Moreover,  when  the  whole  psoas  muscle  has  been  converted 
into  a  huge  abscess  and  when  the  pus  is  pointing  in  the 
thigh  or  is  actually  discharging  at  that  spot,  I  think  that 
by  evacuating  the  matter  through  an  opening  in  the  loin 
and  a  counter  opening  in  the  thigh  and  by  draining  the 
whole  cavity  from  one  end  to  the  other,  one  is  merely 
carrying  out  a  recognised  and  successful  plan  of  treat- 
ment that  has  been  extensively  applied  to  abscesses  else- 
where. 

I  am  well  aware,  however,  that  this  method  of  treat- 
ment, even  if  entirely  carried  out,  cannot  place  spinal 
caries  in  the  same  position  as  regards  opportunity  for  cure 
in  which  surgery  has  placed  carious  maladies  of  surface 
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bones,  until  two  great  obstacles  are  removed — the  difficulty 
of  recognising  the  disease  at  its  earliest  stages  and  the 
difficulty  of  keeping  the  spine  at  absolute  rest. 
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Alice  A — ,  set.  27,  was  admitted  into  the  Man- 
chester Eoyal  Infirmary  July  11th,  1883,  with  a  large 
spina  bifida  situated  in  the  lurnbro- sacral  region.  She 
described  the  tumour,  which  had  existed  from  birth,  as 
having  remained  about  the  size  of  an  ordinary  hen's  egg 
until  she  had  attained  the  age  of  twenty-one, without  causing 
her  the  slightest  inconvenience.  When  eighteen  years 
old  she  contracted  an  unfortunate  marriage,  which  termi- 
nated in  a  complete  separation  within  three  years.  During 
this  short  period  she  cannot  remember  any  change  taking 
place  in  the  character  of  the  tumour,  or  that  she  suffered 
from  any  symptoms  which  she  could  attribute  to  its 
existence.  After  leaving  her  husband,  her  circumstances 
compelled  her  to  adopt  means  of  earning  her  own  living  ; 
and  for  this  purpose  she  obtained  a  situation  as  a  "  hooker  " 
in  a  printing  warehouse,  where  she  was  employed  in  duties 
that  involved  the  lifting  of  heavy  goods  and  other  offices 
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of  an  arduous  nature.  From  this  time  she  dates,  and  to 
the  laborious  work  she  ascribes,  the  first  change  that  took 
place  in  the  tumour,  which  had  remained  for  so  many  years 
a  passive  and  unobtrusive  malformation.  For  eight  years 
she  continued  her  employment,  and  during  this  time  the 
tumour  gradually  increased  in  size ;  and  coincident  with 
the  enlargement  symptoms  of  a  distressing  character 
developed.  She  commenced  to  have  severe  headaches, 
attended  with  nausea  and  vomiting,  attacks  of  vertigo,  and 
transient  moments  of  defective  vision,  whenever  the  tumour 
was  subjected  to  pressure,  even  that  of  the  clothing.  These 
symptoms  were  intensified  whenever  her  duties  required 
that  she  should  bend  her  body.  The  dimensions  of  the 
tumour  also  commenced  to  make  locomotion  difficult  and 
awkward.  The  size  of  the  tumour  was  always  the  greatest 
in  the  evening.  She  followed  her  employment  eight  years, 
when  she  had  to  abandon  it  altogether  from  a  total 
incapacity  to  continue  it  any  longer,  the  intervals  between 
the  attacks  having  become  rare  and  shorter  in  duration. 

When  she  was  admitted  into  hospital  the  tumour  was 
sessile,  pyriform  in  shape,  of  regular  outline,  and  situated 
over  the  sacrum.  The  base  was  three  inches  higher  than 
the  iliac  crest,  and  the  apex  extended  to  within  an  inch 
of  the  tip  of  the  coccyx.    The  dimensions  were  : 

Circumference         ...        22  inches. 
Transverse  measurement  .        .  12 
Vertical  measurement       .        .        10  „ 

The  appearance  of  the  patient  before  and  after  operation 
is  well  represented  in  the  woodcuts,  page  129.  The  skin 
covering  the  tumour  was  healthy,  though  evidently  much 
attenuated ;  there  were  several  large  veins  traversing  its 
surface.  At  the  upper  border  there  was  a  circular  somewhat 
depressed  patch  of  cicatricial  tissue  suggestive  of  ulceration 
having  occurred  at  this  point  during  infant  life.  The  tumour 
felt  tense  and  elastic,  and  there  was  clear  evidence  of  fluc- 
tuation. Pressure  produced  pain  in  the  head  and  a  feeling  of 
tension  behind  the  eyes.  By  means  of  transmitted  light  (the 
oxy hydrogen  lamp  being  employed)  the  tumour  was  shown 
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to  be  translucent,  and  it  was  easy  to  define  through  the 
breadth  of  the  tumour  the  contour  of  a  small  coin,  or  the 
edge  of  a  card  placed  between  the  light  and  the  opposite 
side. 

August  17th. — The  tumour  was  tapped  with  one  of 
Southey's  fine  trocars,  and  12  oz.  of  fluid  withdrawn,  but 
this  only  slightly  diminished  the  size  of  the  swelling. 

The  fluid  was  examined  and  found  to  contain  ^  albu- 
men, no  sugar,  and  had  a  sp.  gr.  of  1025. 

Notwithstanding  the  careful  application  of  collodion  to 
the  aperture  made  by  the  trocar,  the  fluid  continued  to 
escape  for  the  succeeding  twenty-four  hours,  and  on  the 
following  day  the  tumour  was  found  quite  small  and  flabby. 
Advantage  was  taken  of  this  opportunity  to  examine  the 
connection  between  the  sac  and  the  spinal  column. 

By  invaginating  the  skin,  a  finger  could  detect  a  defici- 
ency of  triangular  shape  corresponding  to  the  last  lumbar 
vertebra  and  the  upper  part  of  the  sacrum.  The  aperture 
apparently  measured  about  an  inch  and  a  half  by  one  inch. 
The  collapse  of  the  tumour  was  succeeded  by  six  days' 
constant  and  violent  headache,  associated  with  nausea  and 
vomiting,  pains  between  the  shoulders,  and  a  burning 
sensation  in  the  muscles  of  the  legs  and  arms.  These 
symptoms  continued  with  unabated  violence  for  six  days, 
when  they  were  promptly  arrested  by  the  introduction  of 
an  old-fashioned  seton  behind  the  neck. 

On  the  4th  October  the  seton  in  the  neck  was  discon- 
tinued and  under  the  ordinary  antiseptic  precautions  a 
single  horsehair  was  passed  through  the  tumour,  with  the 
intention  of  testing  the  effect  of  gradual  drainage.  The 
tumour  was  covered  with  gauze  dressings,  and  these  were 
changed  whenever  it  was  observed  that  the  fluid  had 
soaked  through  them.  On  the  third  day  the  horsehair  was 
replaced  by  a  double  strand  of  fine  silver  wire  (No.  27)  as 
the  horsehair  did  not  keep  the  aperture  open.  On  the 
fourth  day  the  tumour  had  entirely  collapsed  for  a  second 
time.  During  the  process  of  drainage,  the  patient's 
symptoms  assumed  an  alarming  character  :  violent  head- 
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ache,  sense  of  fatigue  in  the  legs,  vertigo,  sickness  (every 
meal  being  rejected) ,  retention  of  urine.  For  seventeen  days 
in  which  the  drainage  treatment  was  continued,  the  catheter 
had  to  be  constantly  used,  and  the  pains  controlled  as  effec- 
tually as  possible  by  morphia  administered  hypodermically. 
During  this  time  it  would  be  impossible  to  estimate  the 
quantity  of  fluid  that  escaped ;  however,  forty-eight  hours 
was  a  sufficient  time  for  the  tumour  to  refill.  On  the  21st 
October,  as  the  constitutional  symptoms  continued  of  a  most 
distressing  and  alarming  character,  high  temperature  (102°), 
acute  pain  in  the  entire  length  of  the  spine,  spasmodic  con- 
traction of  the  dorsal  muscles,  and  cramp  in  the  muscles  of 
the  legs,  the  actual  cautery  was  freely  applied  in  lines  to 
the  entire  surface  of  the  tumour,  as  a  powerful  and  prompt 
counter-irritant,  and  the  integument  was  immediately 
coated  with  collodion.  From  this  time  the  patient's 
general  symptoms  rapidly  subsided,  and  on  the  second 
day  she  was  practically  free  from  any  symptom  calculated 
to  excite  alarm.  On  the  third  day,  after  the  application  of 
the  cautery,  the  tumour  was  aspirated  and  3  oz.  of  clear 
fluid  withdrawn  ;  on  the  fifth  day,  2^  oz.  were  abstracted 
and  found  to  be  slightly  tinged  with  blood  and  to  contain 
flakes  of  lymph.  On  the  twelfth  day,  6  oz.  of  thick  pus  were 
withdrawn.  On  the  thirteenth  day,  chloroform  was  again 
administered,  and  the  tumour  was  laid  open  by  a  single 
incision  from  the  top  to  the  lowest  point  \  a  quantity  of  pus 
was  evacuated.  The  cavity  was  loosely  packed  with 
iodoform  gauze. 

December  20th. — Convalescent. 

The  patient  was  present  at  the  meeting  for  the  inspection 
of  the  Fellows,  having  made  a  complete  recovery,  and 
suffering  in  no  respect  whatever  from  her  previous  ailment. 

The  following  appear  to  be  the  most  obvious  conclusions 
to  be  drawn  from  the  foregoing  case  : 

1.  That  the  walls  of  the  sac  consisted  of  dura  mater 
and  arachnoid  matted  together ;  and  that  it  merely 
contained  subarachnoid  fluid  and  possibly  some  of  the 
posterior  nerves,  but  no  portion  of  the  cord  itself. 
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2.  That  the  aperture  of  communication  between  the 
spinal  canal  and  the  tumour  was  small  from  the  first  ;  and 
that  probably  from  some  cause  the  canal  became  occluded 
or  reduced  to  such  fine  proportions  that  no  material 
impulse  was  conveyed  by  the  fluid  from  the  central  cavity 
to  the  interior  of  the  tumour. 

3.  That  this  case  may  with  advantage  be  studied,  in 
conjunction  with  that  reported  by  Erich  sen  in  '  Science 
and  Art  of  Surgery/  7th  edit.,  vol.  ii,  p.  290. 

4.  That  the  favorable  termination  of  the  case  must,  I 
presume,  be  attributed  to  the  antiseptic  precautions  and 
the  traumatic  inflammation  induced  by  the  application  of 
the  actual  cautery,  when  the  plastic  character  of  the 
inflammation  closed  the  communication. 

5.  That  the  result  of  the  case  suggests  the  propriety  of 
testing  the  efficacy  of  the  actual  cautery  in  other  cases  of 
spina  bifida,  where  it  may  reasonably  be  supposed  that 
the  tumour  contains  neither  the  cord  nor  anterior  nerves 
of  the  spine. 
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Several  cases  of  a  remarkable  form  of  spinal  paralysis 
have  come  under  my  notice  at  different  times,  but,  with 
the  exception  of  the  first,  which  occurred  in  St.  Mary's 
Hospital  when  I  was  resident  medical  officer  there,  the 
patients  have  been  seen  in  consultation  once  only,  and 
no  post-mortem  examination  has  been  obtained,  so  that  it 
has  been  impossible  to  give  anything  like  a  complete  and 
connected  account  of  the  disease.  This  I  am  now  able  to 
do  through  the  zealous  co-operation  of  Dr.  H.  F.  E. 
Harrison,  of  Shepherd's  Bush  Green,  who  called  me  to  a 
case  of  the  kind  on  the  3rd  of  April,  1883. 

The  patient  was  a  gentleman,  set.  42.  He  was  by  pro- 
fession a  barrister,  but  had  never  practised,  having  inde- 
pendent means.  As  a  young  man  he  was  a  cricketer,  and 
had  played  for  his  college  and  in  the  eleven  of  his  county, 
but  he  early  developed  a  liking  for  wine  and  gradually 
became  inert  and  sedentary.  In  March,  1875,  he  came 
under  Dr.  Harrison's  care  and  was  then  a  confirmed  dipso- 
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maniac.  His  favourite  drink  was  port,  and  his  habit  was 
to  begin  drinking  about  mid-day  and  to  go  on  more  or 
less  all  day  and  through  the  night.  He  spent  most  of  his 
time  in  bed,  reading  and  drinking,  and  of  late  years  was 
seldom  seen  out  of  his  house  except  at  the  University 
cricket  match  or  on  some  similar  occasion. 

It  is  probable  that  these  habits  had  an  important  influ- 
ence on  the  form  taken  by  the  injurious  effects  of  alcohol. 
He  never  had  pronounced  delirium  tremens,  but  at  times 
complained  of  wakeful  nights  and  of  seeing  spectres,  and 
he  was  easily  startled  and  frightened.  For  some  months 
his  friends  had  observed  a  degree  of  failure  of  mental  power, 
shown  chiefly  by  his  tendency  to  ask  the  same  question  or 
repeat  the  same  remark  over  and  over  again. 

The  precise  date  of  the  access  of  the  paralysis  cannot 
be  fixed.  He  had  been  suffering  much  from  vomiting 
and  had  been  in  bed  for  a  month  ;  slight  weakness  of  the 
arms  had  been  noticed  for  about  a  fortnight  before  April 
3rd,  when  I  was  called  in  consultation,  but  it  had  only 
interfered  with  the  use  of  the  hands  in  holding  his  paper 
or  carrying  his  glass  to  his  mouth  for  a  day  or  two. 

On  examination  at  this  time  (April  3rd), the  attention  was 
at  once  called  to  the  hands,  which  could  no  longer  hold  an 
object,  and  there  was  conspicuous  droppingof  the  wrist,  espe- 
cially of  the  right  limb.  When  the  forearm  was  prone  the 
hand  fell  by  its  own  weight,  and  extension  was  impossible ; 
the  grasp  also  was  extremely  feeble,  partly  from  loss  of  oppo- 
sition to  flexion  at  the  wrist  by  the  paralysis  of  the  exten- 
sors, but  also  from  weakness  of  the  flexors.  Pronation 
and  supination  could  be  effected  in  a  languid  way  ;  flexion 
of  the  elbow  was  fairly  energetic,  and  the  hand  could  be 
carried  promptly  to  the  head  and  behind  the  neck,  although 
of  course  it  hung  loosely  at  the  wrist.  The  left  upper 
extremity  was  in  a  similar  condition,  but  the  paralysis  of 
the  extensors  of  the  wrist  had  not  gone  so  far,  and  the 
hand  could  be  brought  into  line  with  the  forearm,  although, 
in  the  absence  of  effort,  it  dropped  like  the  right. 

The  muscles  of  the  forearm  were  of  average  volume,  but 
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soft  to  the  feel ;  they  were  very  tender  when  handled. 
The  hands  were  pale  and  slightly  puffy  with  a  purplish 
tinge. 

The  legs  were  very  thin  as  compared  with  the  arms. 
They  could  be  raised  from  the  bed,  and  flexion  and 
extension  of  all  the  joints  could  be  performed  readily. 
The  patient,  however,  could  not  stand  alone. 

The  knee-jerk  was  entirely  absent. 

In  raising  himself  into  the  sitting  posture  the  patient 
required  assistance,  and  it  was  evident  that  the  muscles 
of  the  trunk  were  enfeebled.  He  could  sit  upright,  how- 
ever, and  turn  in  bed. 

As  the  legs  hung  down  the  feet  could  be  seen  to  swell  so 
that  in  a  few  minutes  they  became  distinctly  puffy. 

There  was  no  paralysis  of  the  face  or  tongue,  and  the 
voice  was  strong  and  distinct. 

Sensation  was  apparently  unaffected.  There  was  no 
umbilical  reflex,  but  when  the  feet  were  tickled  they  were 
quickly  withdrawn,  and  the  patient  exclaimed  that  he 
could  not  bear  it. 

The  cheeks  had  a  good  colour,  which,  although  due  to 
dilated  capillaries,  gave  the  patient  the  appearance  of 
health.  The  eyes  were  unduly  open,  giving  him  a  startled 
or  wild  look  and  the  pupils  were  large,  but  equal  and 
acting  well. 

The  pulse  was  regular,  but  frequent,  small,  short,  and 
weak  ;  there  was  no  distinct  cardiac  impulse  or  apex 
beat ;  the  first  sound  was  short  and  fairly  loud,  the  second 
extremely  weak  and  following  the  first  at  an  abnormally 
brief  interval.  The  general  effect  was  a  singular 
accentuation  of  the  first  sound,  the  second  following  it 
immediately  like  a  weak  echo. 

The  liver  was  large,  and  its  margin  was  felt  to  be  firm 
and  thick  ;  the  abdomen  presented  nothing  remarkable. 

The  urine  was  of  a  dark -red  (almost  brick -red)  colour ; 
acid  in  reaction,  with  a  sp.  gr.  of  1028,  throwing  down 
a  copious  deposit  of  red  urates  ;  it  contained  neither  albu- 
men nor  sugar. 
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All  alcohol  was  withdrawn  •  beef -tea  and  milk  were  given 
as  food,  and  Liq.  Strychnise  itlvj  was  ordered  as  medicine. 

He  became  rapidly  worse,  and  on  April  9th  he  lay  on 
his  back  unable  to  turn  in  bed  or  move  his  body  in  any 
way  ;  his  arms  were  lying  along  the  body,  he  could  just 
raise  the  right  hand  from  the  bed  and  drag  it  partly  on  to  the 
side  of  the  abdomen  ;  the  left  he  could  only  move  slightly 
but  could  not  lift,  being  thus  more  affected  than  the 
right.  The  hands  fell  by  their  weight  into  extension  or 
flexion  according  to  the  position  of  the  forearm.  From  their 
position,  which  was  somewhat  dependent,  they  were  much 
more  puffed  and  swollen  than  before,  and  pink  in  colour. 

The  legs  could  only  be  freely  drawn  up  and  could  not 
be  lifted  from  the  bed.  There  was  no  knee-jerk  or 
ankle-clonus.  Tickling  the  soles  made  him  cry  out  and 
withdraw  the  feet. 

There  was  no  umbilical  reflex,  and  tickling  of  the  flank 
excited  no  complaint. 

The  aspect  and  expression  of  the  face  were  more  natural 
than  at  the  previous  consultation  and  the  pupils  less  dilated, 
perhaps  because  of  the  withdrawal  of  alcohol.  The  voice 
was  good  and  articulation  quite  distinct. 

With  the  general  increase  of  paralysis  there  was  now 
obvious  paralysis  of  the  diaphragm.  The  patient  did  not 
complain  of  respiratory  distress,  but  the  movements  of  the 
upper  part  of  the  chest  were  observed  to  be  greatly  exag- 
gerated, and  both  inspiration  and  expiration  were  noisy. 
On  examination  it  was  seen  that  the  abdominal  respiratory 
movements  were  reversed,  the  epigastrium  receded  in 
inspiration  and  was  forced  outwards  in  expiration,  showing 
that  the  diaphragm  did  not  contract  but  yielded  passively 
to  pressure.  At  this  time,  as  has  been  already  stated,  the 
voice  was  still  strong  and  speech  unaffected  in  any  way, 
but  in  the  evening  after  a  sleep  of  some  duration  this  was 
no  longer  the  case;  it  could  scarcely  be  made  out  what 
he  said.  This  was  at  first  supposed  to  be  due  to  dryness 
of  the  mouth  or  to  the  patient  being  only  half  awake,  but 
it  was  soon  seen  to  be  an  effect  of  paralysis. 
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Next  day,  April  10th,  the  affection  of  the  speech  was 
the  first  symptom  to  claim  attention.  It  was  such  that 
without  some  clue  to  what  the  patient  said  it  was  impos- 
sible to  understand  him,  but  short  answers  to  questions 
could  be  followed.  There  was  no  aphasia.  He  had  words 
at  command  and  could  say  them  after  a  fashion  ;  again 
there  was  no  obvious  paralysis  of  the  lips  or  tongue.  The 
lips  moved  in  speech  and  he  was  able  to  drink,  a  little 
fluid  escaping,  but  not  more  than  might  be  expected  in 
the  helpless  condition  of  the  patient ;  the  tongue  was  pro- 
truded at  command  and  carried  readily  from  side  to  side ; 
the  voice,  moreover,  was  fairly  loud  and  clear.  The 
indistinctness  of  articulation  was  obviously  due  partly 
to  want  of  breath,  partly  to  want  of  power  to  maintain  the 
vocal  cords  in  apposition  for  phonation ;  a  phrase  was  cut 
up  into  very  short  fragments  each  of  which  required  a 
special  effort,  and  only  the  beginning  of  individual  words 
was  actually  pronounced. 

The  paralysis  of  the  respiratory  muscles  had  made  rapid 
progress.  When  the  trunk  was  exposed  the  alternating 
action  of  the  chest  and  abdomen  was  now  extremely  con- 
spicuous ;  as  the  upper  part  of  the  thorax  rose  the  abdomen 
fell  in,  and  as  the  thorax  fell  the  abdomen  rose,  these 
movements  being  sudden  and  extensive ;  the  diaphragm 
was  simply  flapping  to  and  fro.  The  lower  ribs  also, 
which  on  the  previous  day  hjad  expanded  as  well  as  risen, 
were  now  drawn  in  during  inspiration.  Of  course  under 
these  circumstances  there  was  very  little  entry  of  air  into 
the  lower  part  of  the  lungs,  and  the  respiratory  murmur 
was  scarcely  audible. 

There  was  no  very  marked  aggravation  of  the  paralysis 
of  the  limbs  ;  both  arms  and  legs  could  still  be  moved 
slightly,  the  legs  better  than  the  arms.  Tickling  of  the 
soles  excited  movements  and  exclamations,  and  sensation 
was  apparently  unaffected. 

The  hands  were  scarcely  as  much  swollen  as  on  the 
previous  day  ;  the  feet  not  at  all.  The  extremities  were 
warm. 
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The  urine  was  passed  naturally. 

The  expression  of  the  face  was  natural  and  the  colour 
good. 

The  pulse  had  the  same  character  as  before  ;  short, 
weak,  soft,  and  small.  The  first  sound  of  the  heart  was 
short,  sharp,  and  fairly  loud,  the  second  extremely  feeble 
over  both  aorta  and  pulmonary  artery. 

Later  in  the  day  he  slept,  and  as  before  was  much,  worse 
on  waking ;  the  speech  more  indistinct  and  the  paralysis 
of  the  respiratory  muscles  aggravated.  Rales  began  to  be 
heard  in  the  bronchi  and  trachea.  From  this  time  there 
was  a  steady  advance  of  the  symptoms,  and  death  took 
place  about  noon  on  April  11th. 

Permission  to  examine  the  spinal  cord  was  obtained, 
and  this  was  done  at  9  a.m.  on  the  12th,  twenty-nine  hours 
after  death,  before  the  body  was  cold. 

The  thin  legs  contrasted  with  the  somewhat  bulky  body 
and  well-developed  arms,  and  the  experienced  assistant 
spontaneously  called  attention  to  the  extraordinary  white- 
ness and  the  swollen  condition  of  the  hands,  and  to  the 
wet  and  sodden  state  of  the  structures  of  the  back. 

When  the  spinal  canal  was  opened  there  was  nothing 
noticeable  outside  the  sheath  of  the  cord,  and  the  dura 
mater  was  quite  normal.  The  cord  itself,  again,  when 
exposed  was  firm  to  the  touch,  and  the  only  abnormal 
appearance  was  its  whiteness  and  the  small  size  of  the 
vessels  on  its  surface. 

The  most  careful  microscopic  examination  of  stained 
and  hardened  specimens  failed  to  detect  any  structural 
change  in  the  cells  or  fibres. 

The  first  case  of  the  kind  which  came  under  my  obser- 
vation was  in  St.  Mary's  Hospital  while  I  was  resident 
medical  officer,  but  I  nave  been  unable  to  find  my  notes 
of  it.  The  patient  was  a  young  woman  who  had  taken  to 
drinking  after  being  deserted.  Other  cases  more  or  less 
similar  seen  at  different  times  may  be  briefly  mentioned. 

One  was  that  of  a  young  married  lady  seen  with  Dr. Myrtle, 
of  Harrogate,  in  April,  1882,  and  described  by  him  at  the 
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meeting  of  the  British  Medical  Association  in  August  of 
that  year.  The  lower  extremities  had  been  slowly  losing 
power  but  could  still  support  the  weight  of  the  body ;  the 
extensors  of  the  wrist  and  hand  were  beginning  to  show 
weakness,  but  the  most  striking  and  characteristic  feature 
was  the  complete  loss  of  tone  in  the  capillaries,  so  that 
when  the  feet  were  allowed  to  hang  down  they  could  be 
seen  to  fill  with  blood  and  become  turgid  and  swollen. 

A  widow  lady,  set.  about  50,  long  addicted  to  alcohol  and 
who  for  two  or  three  years  after  the  death  of  her  husband 
had  indulged  in  brandy  unrestrainedly,  was  seen  in  consulta- 
tion with  the  late  Dr.  Rhodes^  of  Weymouth.  She  was  in 
bed,  but  still  able  to  use  her  legs  and  support  her  weight 
upon  them,  while  the  hands  had  become  useless,  and,  as  she 
held  them  out,  dropped  at  the  wrist  and  could  not  be 
extended.  They  were  pale  and  puffy,  the  dorsum  being 
swollen  and  rounded  as  in  dropsy.  The  muscles  generally 
were  extremely  soft  and  tender.  There  was  no  disease  of 
heart  or  kidneys.  This  patient  died  about  a  fortnight  later 
from  gradual  paralysis  of  the  respiratory  muscles  appa- 
rently beginning  with  the  diaphragm. 

A  case  seen  with  Mr.  Gr.  Amos  Duke  was  at  a  more 
advanced  stage.  The  patient,  set.  31,  was  the  wife  of  an 
innkeeper  who  had  for  two  or  three  years  taken  at  least 
a  bottle  of  brandy  per  day.  A  child  to  which  she  had 
given  birth  seven  years  before  was  said  to  have  manifested 
syphilis,  and  she  had  had  repeated  miscarriages  since. 

For  three  months  her  legs  had  dragged,  and  three 
weeks  before  our  consultation  she  was  said  to  have  had 
sudden  loss  of  power  in  all  her  limbs,  with  speechlessness 
and  difficulty  of  swallowing.  She  was,  however,  away 
from  home  at  the  time,  and  not  under  observation,  and 
had  travelled  from  Eastbourne  to  London  afterwards, 
without  difficulty.  For  a  fortnight  paralysis  had  gradually 
been  coming  on,  and  when  seen  on  November  9th, 
1878,  there  was  marked  loss  of  power  in  the  upper 
extremities  generally,  with  dropping  of  the  wrists,  great 
impairment  of  power  also  in  the  lower  limbs,  without 
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absolute  paralysis,  while  the  diaphragm  was  apparently 
completely  paralyzed,  respiration  being  thoracic  only. 
There  was  aphonia,  partly  from  want  of  breath,  but  also 
from  some  degree  of  laryngeal  paralysis  ;  liquids  entered 
the  larynx  and  provoked  choking  and  cough.  The  move- 
ments of  the  soft  palate  were  natural,  and  the  tongue 
was  well  protruded.  She  died  shortly  afterwards  from 
asphyxia. 

In  the  case  just  spoken  of  there  was  a  suspicion  of 
syphilis,  and  another  patient  seen  January  1st,  1884,  with 
Mr.  Wheeler,  near  Kew,  was  actually  under  treatment 
for  this  disease,  which  he  had  contracted  in  March  or 
April,  1883.  He  was  thirty-nine  years  of  age,  but 
looked  forty-nine  at  least,  and  had  been  a  heavy  drinker 
from  the  age  of  twenty,  taking  at  times  extraordinary 
quantities  of  spirits.  At  the  end  of  October,  when  he 
came  under  Mr.  Wheeler's  care,  his  legs  were  weak 
and  shook  under  him  as  he  walked.  This  had  been 
noticed  for  a  fortnight,  and  when  he  sat  down  he  had 
needed  helping  up.  About  the  middle  of  November  he 
became  unable  to  walk,  and  first  the  left  and  then  the 
right  hand  became  paralyzed,  the  paralysis  beginning  at 
the  ulnar  side.  When  I  saw  him  on  January  1st  he  lay 
helpless  in  bed  ;  the  legs  could  be  feebly  drawn  up,  but 
could  not  be  put  down  again  without  assistance,  the  upper 
extremities  were  helpless  but  not  immoveable,  there  was 
slight  paralysis  about  the  mouth,  and  the  diaphragm  was 
paralysed.  Sharp  pains  shot  down  the  legs  from  time  to 
time,  and  there  was  incontinence  of  urine,  these  latter  being 
exceptional  features.  The  hands  and  feet  had  the  pale 
puffy  appearance  mentioned  in  other  cases,  and  the  muscles 
were  soft  and  flabby. 

The  paralysis  invaded  the  walls  of  the  chest,  and  the 
patient  died  on  January  8th. 

In  trying  to  assign  to  this  form  of  paralysis  its  proper 
place  among  the  diseases  of  the  nervous  system,  it  will  be 
well  to  recapitulate  briefly  its  characters  and  peculiari- 
ties. 
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There  is  first  gradually  increasing  weakness  of  the  lower 
extremities  which  may  be  noted  for  some  time,  when 
marked  loss  of  power  becomes  manifest  in  the  extensor 
muscles  of  the  forearm  giving  rise  to  double  drop-wrist. 
It  cannot  be  said  that  when  this  is  first  apparent  there  is 
no  distinct  paralysis  elsewhere ;  the  lower  extremities  and 
the  back  are  weak,  but  the  drop-wrist  may  be  complete, 
and  the  flexors  of  the  hand  may  also  be  paralysed  so  that 
the  hand  is  like  a  flail,  while  the  movements  of  the  elbow 
and  shoulder  are  good  and  fairly  vigorous,  and  the  patient 
can  support  himself  on  his  feet.  As  the  paralysis  advances 
all  the  muscles  of  both  upper  and  lower  extremities  are 
affected,  and  the  limbs  can  only  just  be  moved,  the  arms 
being  as  a  rule  more  seriously  implicated  than  the  legs  ;  the 
muscles  of  the  trunk  also  are  paralyzed  so  that  the  patient 
cannot  raise  himself  or  turn  in  bed.  The  sphincters  retain 
their  functional  power,  and  sensation  is  not  affected.  There 
is  no  pain  from  first  to  last,  though  the  muscles  may  be 
tender  on  handling.  An  exception  to  these  statements, 
however,  is  furnished  by  the  case  last  seen.  No  convul- 
sion or  jactitation  occurs. 

Death  is  caused  eventually  by  paralysis  of  the  respira- 
tory muscles,  and  the  diaphragm  is  the  first  of  these  to  be 
affected.  Instead  of  descendingduring  inspiration  it  remains 
flaccid  and  is  forced  upwards  by  atmospheric  pressure  on  the 
abdomen  ;  in  expiration  the  reverse  of  this  takes  place,  so 
that  the  chest  and  abdomen  no  longer  act  together  in 
respiration,  rising  and  falling  simultaneously,  but  their 
movements  alternate.  As  the  chest  expands  the  abdomen 
falls  in,  and  as  the  chest  contracts  the  abdomen  is  pro- 
truded. The  thoracic  movements  proper  are  the  more 
energetic  in  order  to  compensate  for  the  loss  of  the 
diaphragmatic  respiration,  so  that  the  see-saw  action  of  the 
chest  and  abdomen  is  very  conspicuous,  and  at  first  there 
is  actual  expansion  of  the  lower  segment  of  the  chest. 
Later  the  muscles  of  the  chest  become  affected,  apparently 
from  below  upwards,  when,  of  course,  death  ensues  from 
apncea. 
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A  striking  feature  of  this  form  of  paralysis  is  the  loss  of 
tone  in  the  capillaries.  It  has  been  stated  in  the  descrip- 
tion of  the  case  (p.  135)  that  when  the  patient  was  seated 
on  the  edge  of  the  bed  with  the  legs  hanging  down,  the  feet 
were  filled  with  blood  and  could  literally  be  seen  to  swell 
and  become  puffy.  This  was  equally  conspicuous  in  Dr. 
Myrtle's  case,  the  lividity  being  more  marked.  The  capil- 
laries yield  and  permit  themselves  to  be  distended.  The 
pale  or  livid  and  swollen  condition  of  the  hands,  when  they 
could  no  longer  be  raised  but  lay  in  the  bed  by  the  side  of 
the  patient,  was  due  to  the  same  cause,  as  was  also  the 
unusual  degree  of  saturation  of  the  structures  of  the  back 
with  moisture  found  after  death.  It  is  the  degree  of 
capillary  paralysis  which  is  remarkable,  and  the  early 
period  at  which  it  is  observed ;  almost  all  paralyzed  limbs 
swell  when  allowed  to  remain  long  in  a  dependent  position, 
but  in  no  other  form  of  paralysis  is  the  stagnation  of 
blood  so  complete  and  immediate  or  the  swelling  so  rapid, 
and  it  is  to  be  noted  that  this  is  observed  when  the  loss  of 
power  is  not  very  considerable. 

There  can  be  no  question  as  to  the  seat  of  the  disease 
giving  rise  to  the  symptoms  described  ;  this  is  obviously 
the  spinal  cord.  As  to  its  nature  no  discussion  is  required 
to  exclude  myelitis,  diffuse  or  localised.  Very  brief  con- 
sideration again  is  sufficient  to  show  that  the  affection  is 
not  so-called  acute  anterior  poliomyelitis  occurring  in 
adults ;  the  regressive  paralysis  of  Dr.  Barlow,  which  is 
never  fatal  by  paralysis  of  the  respiratory  muscles  ;  it  is 
strikingly  progressive  instead  of  being  regressive.  The 
disease  which  it  most  resembles  is  acute  ascending  para- 
lysis, and  it  is  pi^obable  that  the  condition  of  the  cord  is 
essentially  similar,  no  lesions  being  discoverable  by  any 
mode  of  preparation  at  present  known.  The  features 
common  to  the  two  are  the  progressive  advance  of  the 
paralysis  till  death  is  brought  about  by  paralysis  of  the 
respiratory  muscles  ;  the  absence  of  fever  or  pain  or 
spasm  j  the  fact  that  sensation  is  not  affected  and  that 
the  sphincters    retain    their    functional    activity.  The 
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principal  difference  is  the  order  in  which  the  muscles  are 
invaded. 

In  acute  ascending  paralysis  the  legs  are  first  affected 
and  the  loss  of  power  gradually  extends  from  below 
upwards ;  this  becomes  particularly  noticeable  when  the 
chest  is  reached ;  the  intercostals  are  first  attacked  and 
respiration  is  carried  on  by  the  diaphragm  after  the 
thorax  has  become  motionless.  The  only  case  of  acute 
ascending  paralysis  which  I  have  seen  presented  a  very 
different  clinical  picture  when  the  stage  of  dyspnoea  was 
reached  to  that  observed  in  these  cases.  The  patient 
could  not  lie  down,  but  insisted  on  being  supported  in  the 
sitting  posture  with  the  arms  well  raised  by  attendants 
so  as  to  draw  up  the  chest,  while  the  head,  which  the 
neck  was  no  longer  able  to  support,  had  to  be  steadied 
and  prevented  from  falling  forwards  or  to  one  side  ;  another 
difference  appears  to  be  that  acute  ascending  paralysis  is 
more  common  in  men  than  in  women.  The  cases  collected 
by  Erb  1  are  twelve  men  and  four  women,  while  alcoholic 
spinal  paralysis  is  more  frequently  seen  in  women.  I 
find  no  note  by  observers  of  loss  of  tone  in  the  capillaries 
in  acute  ascending  paralysis,  and  I  did  not  remark  it  in 
the  case  I  first  saw. 

Admitting  the  similarity  between  the  condition  under 
consideration  and  acute  ascending  paralysis,  I  think  the 
difference  sufficiently  marked  and  constant  to  warrant  a 
distinction  by  means  of  a  name.  This  name  I  should  take 
from  the  etiology.  In  all  the  cases  which  have  come 
under  my  observation  there  has  been  excessive  indulgence 
in  alcohol,  and  I  have  no  hesitation  in  assigning  this  as 
the  cause  of  the  disease,  the  alcohol  exerting  an  influence 
on  the  grey  matter  of  the  spinal  cord  probably  similar  to 
that  which  in  the  brain  gives  rise  to  delirium  tremens. 

A  point  worthy  of  note  is  that  in  all  the  cases  except 
that  which  forms  the  subject  of  this  paper  and  that  seen 
since  it  was  written  the  patients  were   women.  Dr. 

1  1  Ziemssen's  Handb.  der  speciellen  Patliologie  und  Therapie,'  Rd.  xi,  2te 
Halfte,  2te  Abth.,  S.  324  (Translation,  vol.  xiii,  p.  735), 
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Rhodes's  and  Dr.  Myrtle's  patients  were  ladies  in  good 
position  ;  Mr.  Duke's  the  wife  of  a  publican  ;  the  hospital 
patient  was  the  discarded  mistress  of  a  rich  man.  It  is 
not  probable,  however,  that  sex  is  the  factor  which 
determines  the  direction  taken  by  the  injurious  effects  of 
alcohol.  The  affection  of  the  spinal  cord  does  not  appa- 
rently occur  among  the  women  who  are  admitted  into 
hospitals,  or  it  would  have  been  frequently  observed  and 
described  ;  that  is,  it  does  not  occur  in  women  who  have 
to  work  for  their  living  or  who  have  laborious  domestic 
duties.  It  would  appear  that  unrestricted  access  to 
stimulants  throughout  the  entire  day,  and  an  indoor  inactive 
mode  of  life,  were  the  conditions  which  together  invited 
the  disease ;  these  were  just  the  conditions  common  to  the 
five  women  and  two  men  who  have  come  under  my 
observation. 
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Op  the  sensory  nerves  affected  with  neuralgia,  the 
branches  of  the  second  division  of  the  fifth  are  most 
frequently  involved,  for  in  their  course  through  osseous 
canals  they  are  prone  to  be  subjected  to  pressure,  whilst 
their  peripheral  terminations  are  exposed  to  varying  atmo- 
spheric influences. 

In  the  two  cases,  notes  of  which  I  bring  before  the 
Society  to-night,  the  posterior  dental  branches  of  the 
superior  maxillary  nerve  appeared  to  be  the  starting-point 
of  the  pain.  Both  patients  in  their  younger  days  had  been 
addicted  fco  alcohol  and  both  had  been  accustomed  to  work 
in  heated  atmospheres.  There  is  no  history  of  syphilis  in 
either  case. 

J.  L — ,  set.  50,  came  under  notice  July  19th,  1882. 

History. — Fourteen  years  ago,  after  a  heavy  drinking 
bout,  suddenly  felt  severe  pain  in  the  upper  molar  teeth 
of  the  right  side,  this  being  accompanied  by  a  series  of 
fine  colours  (blue,  red,  green,  &c.)  visible  only  to  the  eye 
on  the  affected  side.  There  were  no  decayed  teeth,  but 
as  the  pain  persisted  the  last  upper  two  molars,  supposed 
to  be  the  exciting  factors,  were  removed ;  this  procedure 

vol.  lxvii.  10 
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afforded  no  relief.  Paroxysms  of  pain  have  been  of 
constant  occurrence  since  the  first  onset  ;  the  pain  is  £ 
described  as  being  of  a  jumping  character  of  short 
duration.  Of  late  years  the  attacks,  when  they  occur,  have 
lasted  longer.  Sometimes  the  spasms  are  felt  only  five  or 
six  times  daily,  at  others  they  follow  in  quick  succession  for 
the  entire  twenty-four  hours.  Atmospheric  influences  more 
readily  affect  them  than  anything  else,  exaggeration  taking 
place  in  cold  wet  weather.  Talking  and  movements  of  the 
jaw  during  mastication  will  also  act  as  irritant  causes.  The 
patient  has  endeavoured  to  follow  his  employment  at  inter- 
vals, but  not  very  successfully ;  for  the  last  six  months  he 
has  been  quite  incapacitated,  and  owing  to  disturbed  sleep 
and  constant  pain  there  has  been  a  considerable  loss  of 
flesh.  The  man  has  been  an  inmate  of  various  hospitals 
and  has  been  dismissed  as  incurable.  Many  drugs  have 
been  tried,  and  with  the  exception  of  opium  have  failed  to 
procure  relief ;  the  same  may  be  said  of  blistering, 
cauterization,  and  galvanism. 

I  treated  the  man  as  an  out-patient  of  the  Birmingham 
General  Hospital  for  six  weeks,  and  in  September,  1882, 
admitted  him. 

It  was  then  seen  that  the  description  of  the  pain  had 
not  been  exaggerated  ;  that  the  first  sensations  of  a  painful 
paroxysm  were  referred  to  the  periphery  of  the  posterior 
dental  branches  of  the  second  division  of  the  right 
trigeminus,  at  the  point  where  the  molar  teeth  had  been 
removed  ;  the  pain  then  seemed  to  pass  up  to  the  temporal 
fossa  and  was  felt  there  and  in  the  lower  eyelid,  by  the 
side  of  the  nose,  in  the  cheek,  and  the  upper  lip.  This 
course  was  nearly  always  exactly  followed. 

During  an  attack  the  right  eye  became  injected  and 
suffused,  the  tears  streaming  over  the  face.  When  it 
rained,  or  threatened  to  do  so,  the  man  used  to  roll  upon 
the  floor  in  his  agony.  Morphia  subcutaneously  only 
afforded  relief  for  a  very  short  time.  The  patient  was  a 
strongly  built  man  with  healthy  viscera,  and  when  free 
from  pain  had  a  good  appetite. 
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October  3rd,  1882. — I  performed  the  following  operation  : 
An  incision  was  made  from  the  inner  to  the  outer  canthus 
of  the  right  eye  along  the  floor  of  the  orbit.  Another 
longitudinal  one  was  made  from  the  centre  of  this  through 
the  substance  of  the  cheek,  curved  at  its  lower  extremity 
and  terminating  at  the  angle  of  the  mouth  on  the  right 
side.  The  flaps  thus  marked  out  were  reflected,  and  a 
dissection  made  to  expose  the  infra-orbital  nerve  as  it 
emerged  from  its  foramen.  This  having  been  laid  bare, 
a  half  inch  trephine  was  applied  to  the  antrum  and  its 
anterior  wall  partly  removed.1  The  posterior  wall  of  the 
cavity  was  next  partially  removed  by  a  quarter  inch  trephine 
and  the  spheno-maxillary  fossa  thus  opened.  At  this 
period  of  the  operation  the  hemorrhage  was  profuse.  The 
bony  canal  containing  the  infra-orbital  nerve  was  next 
broken  up  by  means  of  a  small  chisel  and  a  pair  of  scissor- 
pliers.  The  nerve  was  then  traced  back  with  considerable 
difficulty  to  the  spheno-maxillary  fossa,  the  posterior 
dental  branches  divided,  and  Meckel's  ganglion  exposed. 
With  a  long  curved  pair  of  scissors  the  trunk  of  the  second 
branch  of  the  fifth  nerve  was  divided  in  front  of  the 
foramen  rotundum  and  taken  away  with  the  ganglion.  An 
inch  and  three  quarters  of  nerve  was  thus  removed.  The 
portion  in  front  of  Meckel's  ganglion  appeared  quite 
healthy ;  that  behind  was  red  and  injected,  although  the 
usual  size. 

The  hemorrhage  at  certain  parts  of  the  operation  was 
severe,  especially  at  the  opening  of  the  spheno-maxillary 
fossa.  The  wound  was  plugged  with  boracic  lint,  the  end 
of  the  strip  being  brought  out  at  the  lower  angle.  The 
edges  were  then  approximated  by  sutures. 

There  were  no  constitutional  symptoms  following  the 
operation,  and  none  of  the  old  pain  was  experienced, 
although  on  the  third  day  there  was  a  heavy  rainfall. 
By  October  16th  the  wound  had  healed. 

On   testing   sensation,  patient   states  that   the  most 

1  After  removing  the  anterior  wall  of  the  antrum  a  reflector  and  artificial 
light  will  greatly  assist  the  operator. 
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numbed  parts  of  the  face  are  the  right  side  of  the  upper 
lip,  and  the  structures  lying  over  the  lower  wall  of  the 
orbit  on  the  affected  side. 

Along  the  side  of  the  nose  and  on  the  cheek,  external 
to  the  longitudinal  incision,  sensation  is  less  marked  than 
on  the  corresponding  side,  according  to  the  idea  of  the 
patient  as  1  to  2.  On  examination  of  the  soft  palate  there 
was  no  evidence  of  sensation  being  more  marked  on  one 
side  of  the  uvula  than  the  other.  A  month  later  the 
statement  was  made  that  the  feelings  of  sensation  in  the 
face  have  been  gradually  reviving.  At  the  present  time, 
however,  they  do  not  equal  those  on  the  normal  side.  The 
patient  has  continued  free  from  pain  and  follows  his  former 
occupation. 

J.  P — ,  as t.  46,  warehouse  packer,  admitted  to  the 
General  Hospital,  December  27th,  1882. 

History. — When  young  was  a  heavy  drinker,  and  has 
worked  much  in  hot  rooms.  Has  had  smallpox,  typhoid 
fever,  but  denies  syphilis. 

Eleven  years  ago,  while  at  work,  experienced  a  severe 
jumping  pain  in  the  upper  molar  teeth  of  the  left  side. 
This  was  followed  by  a  copious  flow  of  tears  from  the  eye 
on  the  same  side.  The  painful  spasm  was  subsequently 
repeated ;  at  first  it  was  momentary  and  only  felt  at  inter- 
vals of  some  hours,  but  it  soon  occurred  more  frequently 
and  would  be  repeated  five  or  six  times  in  an  hour  ;  the 
intensity  of  the  pain  was  often  so  great  that  it  would 
awaken  from  sleep. 

It  could  be  elicited  by  speaking,  masticating,  and  walk- 
ing rapidly,  and  always  by  washing  the  face  with  cold  water. 
The  removal  of  the  upper  molar  teeth  seemed  to  give 
relief  for  a  short  time,  but  the  patient  gradually  lost  flesh, 
appetite,  and  sleep,  although  vigorously  treated  by  varying 
methods  in  various  hospitals,  by  different  private  practi- 
tioners, and  numerous  quacks.  The  severity  of  the  pain 
at  last  became  so  great  that  it  compelled  the  man  to  lie 
continuously  in  bed. 
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On  admission. — The  patient  was  found  to  be  pallid  and 
emaciated,  with  an  anxious  careworn  countenance.  He 
was  unable  to  eat  solid  food  owing  to  the  pain  induced  by 
movements  of  the  jaws.  To  walk  across  the  ward  or  to 
talk  produced  a  paroxysm.  Continuous  pressure  on  the 
site  of  the  upper  left  molar  teeth  would  induce  the  same. 
The  pain  is  referred  to  the  left  temporal  fossa,  to  the  eye. 
and  the  side  of  the  nose.  During  an  attack  there  was  no 
manifest  injection  of  the  ocular  vessels,  and  no  epiphora. 

February  9th,  1883. — An  operation  similar  to  that  de- 
scribed in  the  last  case  was  performed. 

After  laying  bare  the  infra-orbital  nerve,  a  spartan 
grass,  such  as  is  used  for  pipe-cleaning,  was  inserted  into 
the  infra-orbital  canal  to  act  as  a  guide.  The  anterior 
wall  of  the  antrum  was  not  very  thick,  but  the  cavity 
itself  was  abnormally  deep.  Profuse  hasmorrhage  followed 
removal  of  the  posterior  wall. 

The  posterior  dental  nerves  were  seen  and  divided,  but 
owing  to  the  bleeding  and  the  depth  of  the  antrum, 
Meckel's  ganglion  could  not  be  distinctly  defined.  An 
inch  and  a  half  of  the  nerve  trunk  was  exsected. 

More  constitutional  disturbance  followed  the  operation 
than  in  the  preceding  case,  the  patient  experiencing  a 
bad  attack  of  nasal  catarrh.  By  February  26th  he  was 
able  to  eat  solid  food  without  inconvenience,  walked  about, 
talked,  slept,  and  felt  no  pain. 

March  5th. — On  testing  sensation,  it  was  found  that 
on  the  affected  side  there  was  a  diminution  of  sensibility 
along  the  side  of  the  nose,  the  lower  eyelid,  and  the  left 
portion  of  the  upper  lip.  In  the  soft  palate  no  abnormal 
appearance  can  be  detected. 

The  man  now  gains  his  own  livelihood  and  continues 
well.  Occasionally,  he  informs  me,  especially  when  the 
face  is  exposed  to  anything  cold,  a  slight  momentary  twinge 
of  pain  is  experienced,  but  this  subsides  immediately  the 
irritant  is  removed. 

July  1st,  1884. — Both  patients  remain  well. 

Carnochan,  of  New  York,  who  was  the  first  to  advocate 
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this  operation,  thought  it  was  best  performed  by  making 
a  V-shaped  incision  with  the  apex  at  the  infra-orbital 
foramen.  The  nerve  having  been  laid  bare,  a  curved 
sharp-pointed  bistoury  was  passed  into  the  mouth 
and  made  to  pierce  the  substance  of  the  cheek  at  the 
apex  of  the  V,  and  the  parts  were  then  divided  to  the 
angle  of  the  mouth.  As  there  seemed  to  be  no  great 
advantage  obtained  by  opening  the  cavity  of  the  mouth, 
while  there  were  evidently  a  good  many  disadvantages,  in 
my  own  cases  the  plan  of  procedure  was  so  far  modified 
as  to  leave  the  oral  mucous  membrane  intact. 

In  Carnochan's  article  on  "  Exsection  of  the  Second 
Branch  of  the  Fifth  Pair  of  Nerves ,;  1  the  following 
sentence  occurs  : — "  I  believe  that,  in  such  aggravated 
cases  of  neuralgia,  the  key  of  the  operation  is  the 
removal  of  the  ganglion  of  Meckel  or  its  insulation 
from  the  encephalon."  This  from  a  physiological  point 
of  view  is  a  dubious  deduction,  for,  according  to  Brown- 
Sequard,  pinching  of  the  ganglion  in  animals  fails  to  pro- 
duce any  evident  sensibility,  and,  according  to  Prevost, 
none  at  all,  though  tearing  it  from  its  normal  situation 
gives  rise  to  very  acute  pain,  which,  however,  may  be 
the  result  of  laceration  of  surrounding  sensory  fibres. 

Be  this  as  it  may,  most  surgeons  who  have  followed 
Carnochan  have  destroyed  MeckePs  ganglion. 

In  a  case  operated  upon  by  Billroth  the  body  was  not 
touched,  but  this  surgeon  says,  "  In  similar  cases  I  should 
consider  the  removal  of  this  ganglion  of  importance." 

In  thinking  over  my  first  case  the  question  of  treatment 
by  nerve-stretching,  neurotomy,  and  neurectomy  had  to  be 
decided.  Nothing  could  be  simpler  than  to  stretch  the 
infra-orbital  nerve  as  it  emerged  from  its  canal  on  to  the 
face,  but  Valentine  and  others  have  shown  that  the  stretching* 
of  a  nerve- trunk  merely  diminishes  the  reflex  excitability 
of  its  peripheral  termination,  and  the  traction  so  exerted 
is  not  conveyed  to  the  central  origin  of  the  nervous  trunk. 
In  both  the  cases  here  recorded,  the  commencement  of  the 
1  '  American  Journal  of  Medical  Sciences/  n.  s.,  vol.  xxxv  (1858),  p.  136. 


DIVISION   OF   THE   FIFTH  NERVE. 


151 


pain  was  invariably  referred  to  the  periphery  of  the  posterior 
dental  branches,  and  it  appeared  very  doubtful  if  the 
stretching  would  have  any  effect  on  slender  branches  at 
some  distance  from  the  extension  point.  By  dissecting  out 
the  whole  nerve  it  was  reasonable  to  assume  that  the  same 
result  would  certainly  be  effected  as  by  the  milder 
procedure,  together  with  anything  more  favorable  which 
complete  removal  might  possibly  afford. 

With  regard  to  von  Langenbeck's  plan  of  dividing  the 
nerve  in  the  spheno-maxillary  fossa  by  passiug  a  long 
tenotome  beneath  the  external  palpebral  ligament  and  along 
the  outer  wall  of  the  orbit,  it  seemed  doubtful  if  the  nerve- 
trunk  could  be  divided  for  certain  behind  the  posterior 
dental  branches,  and  in  fact  the  operation  would  be  merely 
a  cut  in  the  dark.  Besides,  cicatricial  contraction  of  the 
central  stump  might  subsequently  act  as  a  renewing 
irritant,  and  removal  of  only  a  small  piece  of  a  nerve- 
truuk  may  finally  end  in  a  reproduction.  I  have  had  a 
case  under  my  care  in  which  the  inferior  dental  nerve 
reunited  after  a  quarter  of  an  inch  of  its  trunk  had  been 
exsected. 

I  have  tabulated,  excluding  my  own  patients,  22  cases 
in  which  Carnochan's  operation  has  been  performed.  The 
following  is  the  result : 

Temporary  relief  was  obtained  in  all. 

(4,  7,  12).     In  3  relief  appears  to  have  been  permanent. 

(5,  6,  8,  15,  19,  20).  In  6  relief  appears  to  have  been 
of  long  duration. 

(9,  13,  16,  18).  In  4  relief  appears  to  have  been  of 
short  duration. 

(1,  2,  3,  10,  11,  14,  17).  In  7  the  ultimate  result  is 
doubtful. 

In  2  sufficient  time  has  not  elapsed  to  enable  a  correct 
estimate  to  be  formed. 

The  doubtful  cases  were  lost  sight  of ;  in  two  of  them 
no  return  of  the  pain  had  been  noted  in  twenty  and  four- 
teen months;  in  two  more  for  one  year;  in  another 
complete  relief  as  regards  the  pain  proceeding  from  the 
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superior  maxillary  nerve.  Two  never  returned  for  further 
treatment,  no  pain  being  felt  after  two  months  and  one 
month  respectively.  There  is  no  record  of  a  fatal  termi- 
nation. I  think  with  all  fairness  it  may  be  assumed  that 
some  of  the  doubtful  cases  may  be  regarded  as  per- 
manently relieved,  for  if  there  had  been  a  relapse  we 
should  in  all  probability  have  heard  of  them  again. 

An  operation  for  neurectomy  of  the  superior  maxillary 
nerve,  not  at  present  much  known  in  this  country,  is  that 
which  has  been  devised  by  Professor  Liicke,  of  Strasburg. 
An  oval  incision  is  made  from  a  point  just  above  the 
external  canthus  of  the  eye,  passing  at  first  backwards, 
then  downwards  and  forwards,  and  terminating  at  the 
zygomatic  process  of  the  upper  jaw.  The  masseter  muscle 
is  divided  and  the  zygomatic  arch  sawn  through  anteriorly 
and  fractured  posteriorly.  This  piece  of  bone,  with  the 
temporal  fascia  attached  to  it,  is  turned  upwards.  By 
these  means  the  spheno-maxillary  fossa  is  reached  and  the 
nerve  is  cut  as  it  emerges  from  the  skull.  The  fractured 
bone  is  then  replaced  and  the  masseter  muscle  attached  to 
it  with  sutures.  Union  of  the  bone  shortly  takes  place. 
Professor  Liicke  informs  me  that  he  has  performed  this 
operation  three  times  with  satisfactory  results.  The 
drawback  to  it,  however,  is  the  contraction  of  the  muscle 
which  is  apt  to  follow,  leading  to  depressed  cicatrices,  and 
thus  necessitating  prolonged  after-treatment. 

To  obviate  this  difficulty  Professor  Lossen,  of  Heidelberg, 
has  modified  the  operation  by  dividing  the  temporal 
fascia  along  the  upper  edge  of  the  zygoma,  then,  after 
fracturing  the  bone,  turning  it  backwards  with  the  masseter 
left  intact.  After  replacement  of  the  bone,  the  temporal 
fascia  is  stitched  in  its  old  position,  and  the  masseter  is 
unable  to  draw  the  bony  fragment  downwards.  In  ten  or 
twelve  days  the  patients  are  able  to  open  the  mouth  slightly, 
and  eventually  the  full  movement  of  the  inferior  maxilla 
is  restored  ;  but  little  deformity  results  as  linear  cica- 
trices mark  the  lines  of  incision.  Braun,  in  the  '  Central- 
blatt  fur  Chirurgie/  April  22,  1882,  records  five  cases  of 
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intractable  neuralgia  operated  upon  by  this  method  with 
the  following  results  : 

Case  1. — Man,  set.  40.  Pain  of  four  years'  duration. 
Remained  well  two  and  three  quarter  years  after  operation. 

Case  2. — Man,  set.  62.  Pain  of  eight  years'  duration. 
Remained  quite  well  for  nine  months,  then  paroxysms 
returned,  but  were  less  frequent  ancl  less  severe  than  before 
the  operation. 

Case  3. — Man,  set.  46.  Duration  of  pain  not  stated.  No 
return  of  pain  for  ten  months.  Then  a  paroxysm  was 
induced  by  very  cold  weather,  but  soon  disappeared  and 
has  not  reappeared.  (Date  of  operation,  February  3,  1881.) 

Case  4. — Woman,  set.  42.  Pain  of  nine  years'  duration. 
No  return  in  nine  months. 

Case  5. — Man,  age  not  stated.  Pain  of  twenty-two 
years'  duration.     No  return  in  four  months. 

Reyher,  of  St.  Petersburg,  reports  the  case  in  the  (  Cen- 
tralblatt  fur  Chirurgie,'  Sept.  2nd,  1882,  of  a  woman,  set. 
72,  very  stout,  with  neuralgia  of  the  right  trigeminus 
commencing  thirteen  years  before.  Had  had  neurectomy 
performed  by  Wegner's  method,  and  neurotomy  according 
to  von  Langenbeck,  the  operations  giving  relief  for  three 
years  and  two  years  respectively. 

Reyher  operated  by  first  tying  the  right  common 
carotid  artery  and  then  cutting  away  the  nerve,  according 
to  the  plan  of  Lossen,  as  it  emerged  from  the  foramen 
rotundum,  this  being  rendered  easy  by  the  absence  of 
bleeding.  Seven  weeks  afterwards  she  is  reported  to  be 
free  from  pain  and  the  zygoma  to  be  consolidated. 

Nussbaum  and  Billroth  have  also  cut  away  portions  of 
the  superior  maxillary  nerve  by  means  of  Langenbeck's 
osteo-plastic  resection  of  the  upper  jawbone,  and,  still  more 
recently,  Gerster  (f  New  York  Medical  Journal/  January 
12,  1884)  has  advocated  a  modification  of  this  procedure, 
by  sawing  through  the  middle  of  the  malar  bone.  He 
thinks  that  by  so  doing  access  to  the  more  central  portion 
of  the  nerve  is  best  obtained  ;  he  has  so  operated  on  three 
occasions. 
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For  some  considerable  time  it  has  been  my  custom  to 
obtain,  for  purposes  of  anatomical  and  pathological  in- 
quiries, all  stillborn  children  coming  to  hand  in  connection 
with  the  maternity  department  of  the  hospital.  The 
object  of  this  paper  is  to  show  that  much  valuable  infor- 
mation may  be  gained  by  the  systematic  examination  of 
foetuses,  as  illustrated  by  a  few  selected  cases  possessing 
more  than  an  ordinary  interest. 

In  Dr.  Peacock's  well-known  work  on  '  Malformations, 
&c,  of  the  Human  Heart/  1858,  at  p.  114,  the  following 
sentence  occurs  : 

"  There  is  also  conclusive  proof,  in  some  cases,  that  the 
valvular  disease  is  congenital ;  for  it  has  been  found  in 
infants  which  have  died  very  shortly  after  birth  and  even  in 
foetuses  which  have  never  breathed  ;  in  other  instances  its 
intra-uterine  origin  may  be  fairly  inferred  from  the  precise 
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similarity  of  the  diseased  changes  to  those  which  are 
clearly  congenital. " 

Further  on  he  writes  :  "  Analogy  would  lead  us  to 
expect  what  clinical  experience  demonstrates, — that  the 
foetus  in  utero  is  liable  to  diseases  precisely  similar  in 
their  nature  and  results,  to  those  which  affect  the  child 
after  birth,  and  there  can  be  no  doubt  that  both  the  peri- 
and  endo-cardium  are  not  unfrequently  the  seat  of  inflam- 
mation during  foetal  life." 

These  paragraphs,  selected  from  Dr.  Peacock's  work, 
are  really  reflexes  from  the  writings  of  other  eminent 
pathologists  who  have  "  gone  before  they  are  given  here 
as  an  embodiment  of  general  opinion,  but  they  require  to 
be  supported  by  actual  facts. 

In  January  last  I  received  the  body  of  a  male  foetus 
born  at  the  eighth  month  of  intra-uterine  life.  It  was 
well  developed,  but  the  skin  presented  the  familiar  gloss 
so  characteristic  of  extreme  anasarca.  The  belly  was 
extremely  distended.  Not  only  was  the  subcutaneous 
tissue  of  the  limbs,  trunk,  and  scalp  filled  with  fluid,  but 
the  peritoneal,  pleural,  and  pericardial  cavities  were 
distended  to  the  utmost  by  pale  straw-coloured  fluid. 

All  the  viscera  were  duly  and  carefully  looked  to,  but 
the  only  morbid  conditions  detected  were  large,  soft,  easily 
detached  vegetations  on  the  cusps  of  the  valves  guarding 
the  aortic  and  pulmonary  orifices,  and  a  puckered  condition 
of  one  of  the  curtains  which  form  the  mitral  valve  (Plate 
1,  figs.  1  and  2). 

Here  was  a  case  of  recent  endocarditis,  but  from  what 
cause  arising  ?  The  mother  had  passed  through  several 
pregnancies  in  a  satisfactory  manner,  had  never  suffered 
from  rheumatic  fever  or  any  allied  disease,  and,  as  ascer- 
tained by  two  competent  observers,  the  mother's  heart 
was  to  all  outward  appearance  and  auscultatory  tests  per- 
fectly normal.  The  husband  and  remaining  children  were 
in  a  healthy  condition. 

That  several  diseases  may  be  transmitted  from  mother 
to  child  is  beyond  all  disputation,  e.g.  syphilis  ;  and  the 
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celebrated  case  recorded  by  Hunter,  in  the  '  Philosophical 
Transactions/  for  1  780,  of  a  "  Woman  who  had  Smallpox 
during  her  Pregnancy,  and  who  seems  to  have  Communi- 
cated the  same  Disease  to  the  Foetus,"  is  a  case  in  point. 
Dr.  Edward  Jenner  has  recorded  similar  cases  in  Yol.  i 
of  the  Transactions  of  this  Society. 

In  the  foetus,  whose  case  I  have  recorded,  no  disease 
of  the  mother  can  be  ascertained  likely  to  cause  endocar- 
ditis in  her  offspring,  hence  we  are  driven  to  the  conclu- 
sion that  a  foetus  may  contract  a  disease  independently  of 
its  mother  I  In  Dr.  Jenner's  case  just  mentioned  it  seems 
probable  that  one  of  the  foetuses  contracted  smallpox, 
whereas  the  mother  escaped. 

The  case  now  to  be  related  differs  in  its  nature  from 
the  one  just  considered.  It  concerns  the  body  of  a  female 
child  which  survived  its  birth  three  days,  having  been 
born  at  full  time.  Death  was  certified  as  being  occasioned 
by  "  pneumonia." 

On  opening  the  abdomen  the  large  size  of  the  stomach 
attracted  attention,  and  careful  dissection  disclosed  the  fol- 
lowing state  of  affairs  : 

The  stomach  was  three  times  larger  than  usual  and 
presented  a  constriction  at  the  ordinary  situation  of  the 
pylorus.  An  inch  further  on,  the  intestine  which  was 
very  dilated,  suddenly  terminated  in  a  cul-de-sac  having 
no  communication  with  the  surrounding  viscera,  even  by 
fibrous  tissue  (Woodcut,  fig.  1,  p.  166).  Immediately 
below  this,  and  in  contact  with  the  head  of  the  pancreas, 
was  the  upper  extremity  of  the  small  intestine  with  the 
common  bile-duct  entering  it. 

Thus  the  continuity  of  the  alimentary  canal  had  been 
broken  at  the  midlle  of  the  duodenum,  directly  above  the 
entrance  of  the  common  bile-duct.  Below  this  spot  the 
intestines  were  normal  and  as  usual  contained  meconium, 
but. this  was  small  in  quantity.  The  stomach  held  two 
ounces  of  fluid,  in  which  brandy  could  be  detected.  On 
inverting  the  stomach  the  line  of  muscular  fibre  forming 
the  pylorus  was  easily  distinguished  (see  p,  in  Fig.  2,  p. 
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166),  and  as  represented  in  the  figures  is  intended  to  give 
visual  expression  to  this  abnormal  condition  of  things. 

I  am  unable  to  advance  any  satisfactory  explanation  of 
this  malformation,  either  on  morphological  grounds,  or 
from  anything  known  concerning  the  embryological  history 
of  the  alimentary  canal.  It  may  bear  some  relation  to 
the  development  of  the  liver,  which  commences  as  a 
diverticulum  of  the  gat,  for  Dr.  Wilks1  and  Dr.  George 
Buchanan2  have  each  recorded  cases  of  partial  obstruction 
of  the  intestine  by  a  diaphragm  at  this  point  of  the  duo- 
denum, above  the  papilla,  which  marks  the  entrance  of 
the  united  ducts  of  the  liver  and  pancreas.  Mr.  George 
Eastes3  has  also  described  a  similar  case  in  which  the 
obstruction  was  complete. 

Dr.  Buchanan  thinks  it  possible  that  the  diaphragm- 
like structure  encountered  in  his  case  resulted  from 
the  hypertrophy  of  one  of  the  valvulse  conniventes.  Mr. 
Pollock,  in  writing  on  congenital  strictures  of  the  small 
intestine,  takes  the  same  view,  for  in  '  Holmes'  System  of 
Surgery/  3rd  edit.,  vol.  ii,  p.  712,  in  a  foot-note  we  read  : 

"  From  the  plate  which  accompanies  the  description 
given  by  Dr.  Wilks,  it  would  appear  that  the  contraction 
in  all  probability  arose  from  a  highly  developed  valve  of 
the  intestine ;  in  the  centre  of  this  valve  or  stricture  may 
be  seen  a  very  small  circular  hole,  apparently  not  larger 
than  would  admit  a  probe." 

My  object  in  reporting  this  case  and  making  these 
references  is  to  show  that  this  view  is  absolutely  untenable. 
After  very  many  observations  particularly  directed  to  this 
question  and  to  the  date  of  the  appearance  of  the  valvulae 
conniventes,  it  may  be  clearly  demonstrated  that  these 
folds  of  the  mucous  membrane  do  not  arise  until  two  or 
three  weeks  before  birth.  I  have  never  seen  them  before 
birth,  but  Mr.  Shattock  has  found  them  quite  rudimentary 
in  the  lower  part  of  the  duodenum  and  upper  part  of 
jejunum,  in  a  well-developed  foetus  at  full  term.  If  these 
observations  be  confirmed  by  independent  workers,  then 
1  '  Trans.  Pathol.  Soc.,'  xii,  p.  101.    2  lb.,  xii,  p.  121.    3  lb.,  xxxi,  p.  114. 
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the  hypothesis,  which  would  regard  these  abnormalities 
as  examples  of  hypertrophied  valvular  no  longer  holds  Us 
ground. 

The  third  foetus  presents  features  of  interest  to  those 
concerned  with  surgical  pathology. 

The  drawings  represent  the  spinal  column,  thorax,  and 
rudiments  of  the  upper  limbs  of  a  full  term  female  foetus 
(Plate  I,  fig.  5 ;  Plate  II,  figs.  1  and  2). 

The  noteworthy  points  in  the  external  conformation  of 
the  body  are  represented  in  Plate  I,  fig.  5.  The  upper 
limbs  merely  consist  of  a  finger  attached  to  each  shoulder. 
On  dissection,  the  clavicle  is  normal,  the  scapula  well- 
shapen  and  of  normal  size,  but  in  place  of  a  glenoid  fossa 
it  presents  a  rounded  head  of  hyaline  cartilage.  To  this 
succeeds  a  cartilaginous  representative  of  the  semilunar 
bone,  followed  by  an  os  magnum  also  in  cartilage  ;  articu- 
lating with  this  is  a  metacarpal  bone,  supporting  in  its 
turn  three  phalanges.  Humerus,  radius,  and  ulna  are  not 
represented. 

The  spinal  column  presents  a  considerable  curvature, 
involving  the  whole  column,  the  concavity  of  the  curve 
looking  to  the  left.  The  unnatural  bend  commences 
about  the  third  lumbar,  and  extends,  increasing  in 
severity,  to  the  mid  dorsal  region ;  it  then  ascends  to  the 
neck  region,  ending  about  the  second  or  third  cervical 
vertebra.  The  bones  composing  the  column  are  normal 
in  number,  but  the  centra  are  narrower  on  the  concave 
than  on  the  convex  side  of  the  curve.  The  thorax 
has  the  usual  deformation  seen  in  lateral  curvature;  for 
example,  the  chest  is  deeper  and  the  intercostal  spaces 
are  wider  on  the  convex  than  on  the  concave  side  of  the 
curve,  exactly  as  one  sees  it  in  instances  of  the  disease 
occurring  in  children. 

There  are  several  cases  on  record  of  congenital  lateral 
curvature,  but  in  all  these  cases  the  curves  result  from 
the  interpolation  of  segments  or  half  vertebras  ;  thus  in  a 
case  Eokitansky  records  in  his  '  Pathological  Anatomy/ 
vol.  iii,  p.  230,  there  were  four  half  vertebrae,  with  their 
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half  arches  and  processes,  too  many.  They  were  so 
placed  on  the  two  sides  as  to  compensate  one  another,  and 
cause  four  curves  in  the  spine  ;  two  in  the  dorsal,  one  in 
the  dorso-lumbar  region,  and  the  fourth  involved  the 
sacrum.  But  in  the  case  described  by  me  no  such  con- 
dition can  be  detected. 

In  connection  with  this  case  it  will  be  well  to  mention 
that  the  Middlesex  Hospital  Museum  contains  a  well-pre- 
pared skeleton  of  a  presumably  full-grown  female,  in 
which  there  is  a  lateral  curvature  of  the  spine  involving 
the  lumbar  region  with  a  second  curve  in  the  dorsal 
portion  of  the  column.  In  this  skeleton  eleven  vertebral 
bodies  exist  in  the  dorsal  series,  but  there  is  the  normal 
number  of  spinous  processes,  so  that  the  curve  in  the 
dorsal  region  results  from  the  deficiency  of  a  portion  of 
a  vertebral  centrum,  and  as  there  is  no  evidence  to  lead 
one  to  suppose  the  defect  to  be  due  to  disease,  it  must, 
therefore,  be  regarded  as  a  congenital  defect.  This  is 
not  all,  for  in  this  self-same  skeleton  the  right  thumb 
bones  are  exceedingly  small  and  dwarfed  with  defect  in 
the  number  of  the  carpal  bones,  and  on  the  left  side  the 
radius  is  absent  and  so  is  the  thumb,  whilst  the  ulna 
exists  as  a  short  and  exceedingly  curved  bone. 

One  question  intrudes  itself  on  the  mind  engaged  in 
meditation  on  this  adult  skeleton  and  the  foetus  repre- 
sented on  Plate  II,  fig.  1. 

Does  any  relation  exist  between  congenital  curvature 
of  the  spine  and  defective  development  of  the  upper 
limb  ? 

This  question  suggests  another,  Are  the  two  conditions 
so  frequently  associated  as  spina  bifida  and  club-foot  ? 

The  query  cannot  be  answered  until  more  observations 
have  been  recorded. 

The  remaining  cases  of  interest  will  be  treated  briefly. 
Three  foetuses  presented  abnormal  conditions  of  the 
kidneys. 

The  first  was  an  example  of  single  kidney,  the  left  one 
being  completely  wanting,  no  trace  of  ureter,  or  anything 
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to  represent  the  renal  artery  or  vein  of  that  side.  The 
right  kidney  was  twice  the  usual  size,  and  the  ureter  was 
very  large  and  dilated.  The  urethra  and  bladder  were 
normal. 

The  remaining  two  were  examples  of  cystic  kidney,  not 
hydronephrotic,  due  to  interference  with  the  outflow  of 
urine  from  ureter  or  urethra ;  but  the  kidneys  were 
enlarged  and  made  up  of  a  congeries  of  small  cysts,  the 
largest  of  about  the  size  of  a  pea.  The  ureters,  bladder, 
and  urethra  were  normal.  In  one  of  these  specimens 
the  kidney  was  of  the  "  horseshoe "  variety.  In  the 
other  specimen,  the  kidneys  were  of  the  usual  shape,  but 
presented  an  interesting  condition  in  relation  to  the  left 
testis.  The  occurrence  of  intra-uterine  peritonitis  has 
long  been  recognised  as  one  cause  of  retained  testicle  ;  in 
this  specimen  the  right  testicle  was  in  its  normal  situa- 
tion, but  the  left  one  was  firmly  attached  by  fibrous 
tissue  to  the  lower  end  of  the  corresponding  kidney,  the 
inguinal  canal  was  patent,  and  the  funicular  pouch  of  peri- 
toneum occupied  the  scrotum.  The  matting  together  of 
coils  of  the  intestines  and  the  thickened  condition  of  the 
peritoneum  spoke  plainly  of  peritonitis. 

Deficiency  of  the  diaphragm. — When  we  reflect  that  one 
of  the  chief  characteristics  of  mammalian  myology  is  the 
diaphragm,  anything  concerning  its  defective  develop- 
ment must  be  of  interest.  Many  cases  of  partial  defi- 
ciency of  this  muscular  septum  are  recorded  ;  to  these 
I  add  another.  The  foetus  was  born  at  full  term,  and  on 
examining  it  I  found  that  the  left  lobe  of  the  liver  filled 
up  the  corresponding  side  of  the  thorax,  it  having  passed 
through  a  hole  caused  by  the  defective  development  of 
the  diaphragm.  The  only  representative  of  the  left  lung 
was  a  small  piece  of  pulmonary  tissue  an  inch  square. 
The  remaining  viscera  were  normal. 

Cleft  palate  was  seen  in  three  instances,  one  of  which 
was  associated  with,  a  rare  defect  in  the  sphenoid  bone, 
viz.  absence  of  the  floor  of  the  pituitary  fossa.  This  is 
important  in  its  bearing  on  the  occasional  occurrence  of 
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meningocele,  bulging  into  the  upper  part  of  the  pharynx 
and  nasal  fossa.  That  such  a  defect  should  occur  in  this 
situation  may  be  readily  comprehended,  seeing  that  the 
fossa  in  question  marks  the  spot  where  the  trabeculse 
cranii  separate  to  enclose  the  pituitary  body. 

Meningo-encephalocele  occurring  in  the  occipital  region 
was  seen  once,  and  this  leads  me  to  offer  a  few  remarks 
on  a  neglected  point  in  the  anatomy  of  this  part  of  the 
skull  which  has  some  bearing  on  meningocele  in  this 
situation. 

If  the  skull  of  a  human  foetus  be  examined  about  the 
third  month  of  intra-uterine  life,  the  foramen  magnum 
will  be  found  formed  in  the  following  manner  :  In  front 
is  the  cartilaginous  basi-occipital  with  its  nucleus  just 
appearing  ;  on  either  side  are  the  ex-occipitals,  with  their 
centres  visible  in  the  mass  of  cartilages  forming  the 
greater  portion  of  the  side-walls  of  the  skull  ;  and  posterior 
to  these  is  a  membranous  space.  These  relations  of  parts 
may  be  seen  on  reference  to  Plate  I,  fig.  4.  This  space 
or  fontanelle  extends  upwards  to  the  situation  of  the  occi- 
pital protuberance,  and  during  early  development  serves 
to  separate  the  two  inferior  centres  of  this  portion  of  the 
bone,  for  the  squamo-occipital  arises  from  four  centres, 
the  two  upper  ones  originating  in  membrane,  and  the  two 
lower  ones  in  cartilage,  the  four  pieces  eventually  becoming 
confluent  at  the  situation  of  the  protuberance.  This 
membranous  space,  which  I  propose  to  term  the  "  tem- 
porary occipital  fontanelle/'  is  really  a  remnant  of  the 
original  membranous  roof  of  the  cranium.  During  the 
fourth  month,  the  two  inferior  centres  of  the  squamo- 
occipital  fuse  together  and  send  down  a  bony  spiculum  to 
occupy  the  fontanelle,  as  see  in  Plate  I,  fig  3.  Kolliker 
figures  this  spicule  of  bone  in  his  'Entwicklungsgeschichte/ 
1876 — 79,  p.  450,  fig.  278,  but  the  membranous  space  has 
evidently  escaped  his  observation.  By  the  commencement 
of  the  fifth  month,  the  fontanelle  has  become  filled  and 
the  foramen  magnum  is  bounded  as  usual  by  the  squamo- 
occipital.     From  these  statements  it  is  obvious  that  from 
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the  beginning  of  the  third  to  the  end  of  the  fourth  month 
of  intra-nterine  life,  there  exists  a  fontanelle  extending 
from  the  foramen  magnum,  and  when  at  its  greatest 
relative  size  reaching  into  the  occipital  protuberance. 
The  practical  bearing  of  the  case  is  this:  in  all  probability 
it  is  this  membranous  space  or  temporary  weak  spot  in  the 
cranium  that  explains  the  frequent  occurrence  of  meningocele 
anal  encephalocele  in  this  situation. 

It  would  prolong  this  paper  indefinitely  to  describe  all 
the  cases  of  interest  which  have  come  under  my  notice 
during  the  past  two  years.  I  have  contented  myself  by 
giving  the  details  of  those  which  seemed,  on  account  of 
their  rarity  and  scientific  bearing,  to  be  of  interest  to  the 
physician  and  surgeon. 

Concerning  the  diseases  of  the  foetus  we  know  but 
little.  Malformations  of  the  heart  and  foetal  abnor- 
malities in  general  have  received  a  "  lion's  share"  of 
attention.  I  feel  that  much  good  light  may  be  shed 
concerning  hereditary  diseases  if  the  bodies  of  stillborn 
children  be  as  systematically  examined  in  our  hospitals, 
as  are  the  patients  who  pay  the  "  debt  of  nature  "  in 
these  institutions. 
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Fig.  1. — Complete  stricture  of  the  duodenum  immediately  above 
the  papilla  for  the  united  bile  and  pancreatic  duct.  P.  Pylorus. 
G.B.  Gall  bladder.    D.  Duodenum. 

Fig.  2. — The  cul-de-sac  inverted,  showing  a  band  of  muscular 
fibres,  (p)  belonging  to  the  sphincter.  (Size  of  nature.)  From 
drawings  by  Mr.  Osmond. 
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On  the  Value  of  Systematic  Examination  of  Stillborn  Children. 
(John  Bland  Sutton.) 

Plate  I. 

Fig.  1. — The  pulmonary  orifice  of  the  heart  of  a  foetus,  showing 
recent  vegetations  adherent  to  the  valves,    (f  the  size  of  nature.) 

Fig.  2. — The  left  ventricle  of  the  same  heart  opened,  to  show- 
recent  vegetations  on  the  cusps  of  the  aortic  valve  and  the 
puckered  condition  of  one  curtain  of  the  mitral  valve,    (x  f.) 

Fig.  3. — Posterior  view  of  the  skull  of  a  human  foetus  at  the  end 
of  the  fourth  month.  It  is  intended  to  show  the  "  spicule  "  of  bone 
extending  into  the  membrane  of  the  £C  temporary  fontanelle."  Other 
letters  as  before,  s.  The  spiculum.  (Twice  the  size  of  nature.) 
Semi -diagrammatic. 

Fig.  4. — Posterior  view  of  the  skull  of  a  human  foetus  at  the  third 
month,  to  show  the  temporary  occipital  fontanelle,  F.  s.o.  Squamo- 
occipital.  M.  Foramen  magnum.  E.o.  Ex-occipital.  B.  Basi- 
occipital.    c.  Chondro-cranium. 

Fig.  5. — The  external  configuration  of  the  foetus,  of  which 
Figures  1  and  2  on  Plate  II  represent  the  skeleton. 

From  drawings  by  Mr.  Wynter. 

Plate  II. 

Fig.  1. — A  drawing  to  illustrate  a  case  of  ateral  curvature  of  the 
spine  in  a  human  foetus. 

Fig.  2. — The  skeleton  of  the  dwarfed  limb  from  the  same  case, 
s.  Semilunar.  M.  Magnum.  M.c.  Metacarpal  bone.  1,  2,  3.  The 
phalanges.    (Natural  size.) 

From  drawings  by  Mr.  Osmond. 
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The  disease  of  which.  I  show  examples  to-night  was  first 
described  by  Kaposi  in  1870,  from  four  cases  in  Hebra's 
practice.  Since  then  cases  have  been  recorded  in  Ger- 
many, France,  and  America,  but  those  now  shown  are  the 
only  cases  known  to  have  occurred  in  England,  and  were 
exhibited  about  a  year  ago  at  one  of  the  Societies  as 
examples  of  lupus.  They,  therefore,  did  not  attract  the 
attention  they  deserved  and  no  account  of  them  was  pub- 
lished. I  am  indebted  to  Mr.  Martin,  a  student  of  Uni- 
versity College  Hospital,  for  having  them  sent  up  to  me. 

The  children  are  the  three  eldest  of  a  family  of  four ; 
the  father,  aat.  42,  is  a  Shropshire  farmer,  and  has 
always  had  good  health,  the  mother,  set.  40,  was  in 
good  health  at  the  time  of  their  birth  and  suckled  them 
all.  The  last  child,  a  girl,  a3t.  6  years,  is  perfectly  healthy, 
and  is  described  as  having  a  "  beautiful  skin."    This  child 
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was  not  suckled.  There  is  no  history  of  cancer  or  any 
other  hereditary  disease  in  the  family  on  either  side. 

Case  1. — Alice  Elizabeth  B — ,  get.  12,  was  admitted 
with  her  brother  and  sister  into  University  College 
Hospital  on  December  10th,  1883.1 

She  was  quite  healthy  until  she  was  between  twelve  and 
eighteen  months  old,  when  the  disease  commenced  without 
any  previous  symptoms,  with  freckle-like  pigment  spots 
which  appeared  simultaneously  upon  the  face,  neck,  back 
of  forearms,  hands,  upper  arms,  and  legs  below  the  knees 
over  the  same  areas  that  are  now  affected,  and  though  the 
spots  have  increased  in  number  and  other  lesions  have 
appeared,  the  father  does  not  think  the  disease  has  spread 
at  all  from  the  commencement.  The  lesions  are  thus 
limited  to  the  uncovered  areas,  the  child  having  worn 
short  sleeves  and  socks,  and  the  father  thinks  the  disease 
began  in  spring  or  summer  because  the  spots  were  thought 
to  be  sun-freckles. 

Except  that  the  lentiginous  spots  became  more  nume- 
rous, larger,  and  some  deeper  in  colour,  there  was  no  alte- 
ration noticed  until  she  was  six  years  old,  when  ulcers 
appeared  on  the  right  cheek  and  nose. 

Present  Condition. — The  patient  is  moderately  well- 
nourished,  but  less  so  than  her  younger  sister,  does  not 
suffer  much  pain,  and  her  general  health  is  fairly  good. 

Positions  of  Lesions. — The  disease  involves  the  whole  of 
the  face,  ears,  and  neck,  terminating  on  the  forehead  where 
the  hair  begins,  in  front,  but  in  the  temporal  region  the 
lesions  extend  in  a  minor  degree  back  into  the  hair  as  far 
as  a  line  drawn  from  the  insertion  of  the  ear.  The  scalp 
is,  however,  in  great  part  covered  with  dirty  browu  scales 
of  small  size. 

Below  it  extends  to  the  level  of  the  second  rib  in  front 
and  to  the  outer  third  of  the  clavicle  at  the  sides  and 
behind  to  the  level  of  the  fourth  dorsal  vertebra ;  it  does 
not  terminate  abruptly,  the  pigments  spots  becoming  gra- 
1  See  Plate  III. 
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dually  more  sparse  below  the  level  of  the  clavicles.  It 
occupies  the  whole  extensor  surfaces  of  the  fingers,  hands, 
forearms,  and  arms  as  high  as  the  insertion  of  the  deltoid, 
but  the  nails  are  unaffected.  On  the  flexor  aspect  the 
whole  palmar  surface  is  quite  free,  but  that  of  the  fore- 
arms is  thickly  covered,  but  more  on  the  radial  than  the 
ulnar  side,  while  it  terminates  abruptly  at  the  wrist. 

The  inner  aspect  of  the  upper  arms  is  nearly  free,  the 
affected  areas  being  mapped  out  by  a  line  drawn  from  the 
lowest  point  of  insertion  of  the  deltoid  to  each  condyle  of 
the  humerus.  On  the  legs  the  disease  extends  from  the 
tubercle  of  the  tibia,  to  three  inches  above  the  ankle  in 
front,  and  for  a  corresponding  area  on  the  calf,  but  late- 
rally, it  goes  up  to  the  level  of  the  upper  border  of  the 
patella  on  the  outer  side. 

The  affected  areas  are  quite  symmetrical  and  the  skin 
of  all  parts  of  the  body  not  mentioned,  is  perfectly  normal. 
The  red  part  of  the  lips  and  adjacent  mucous  membrane 
is  white,  mottled  with  red  streaks,  but  the  tongue  and 
rest  of  the  oral  mucous  membrane  are  free.  The  right 
eye  has  a  vascular  pterygium  extending  from  the  inner 
angle  to  the  cornea.  The  disease  varies  in  intensity,  being 
most  marked  on  the  face,  neck,  and  extensor  surfaces  of 
forearms,  while  the  legs  are  only  slightly  affected. 

The  lesions  are  multiform,  consisting  of  : 

1.  Pigmented  spots  from  a  pin's  head  to  an  inch  in 
diameter,  many  of  the  smaller  being  rounded  and  like 
ordinary  freckles,  but  the  larger  are  irregular  from  aggre- 
gation. They  vary  in  colour  from  a  light  raw  umber  to  a 
deep  sepia,  the  large  spots  being  the  darkest.  They  are 
most  abundant  on  the  forearms  and  neck.  Scattered 
amongst  these  lentigines  are  white  atrophic  spots  about  an 
eighth  of  an  inch,  in  diameter,  in  many  parts  scarcely 
noticeable,  but  in  the  upper  part  of  the  cheeks  and  in  the 
infraorbital  regions  aggregated  into  larger  areas  of  very 
white  skin,  very  smooth  and  presenting  a  cicatricial  aspect, 
or  covered  with  thin  layers  of  readily  peeling  epithelium. 
That  there  is  actual  contraction  of  the  skin  is  shown  by 
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the  presence  of  some  degree  of  ectropion  of  the  lower  lid, 
which  is  denuded  of  lashes  ;  the  mouth  also  is  habitually- 
open,  though  the  lips  can  be  closed.  The  surface  of  the 
skin  is  very  finely  wrinkled,  especially  round  the  mouth. 
On  pinching  up  a  fold  it  feels  very  thin  and  it  is  less  easily 
effected  than  normally,  but  there  is  no  approach  to  the 
difficulty  experienced  in  a  case  of  atrophic  scleroderma. 

There  is  marked  cicatricial  contraction  of  the  nose,  the 
nostrils  being  rounded  and  widely  dilated,  this  contrac- 
tion, however,  being  partly  due  to  the  ulcers,  to  be  pre- 
sently alluded  to,  and  not  only  to  the  atrophy.  Telangi- 
ectases exist  as  spots  slightly  raised  above  the  surface 
from  a  pin's  point  to  a  third  of  an  inch  in  size,  of  a  bright 
crimson  colour,  and  with  a  lens  they  can  be  seen  to  con- 
sist of  small  dilated  vessels  ;  they  are  not  numerous,  but 
conspicuous  by  their  bright  colour  in  the  white  atrophied 
skin.  More  abundant  but  less  noticeable  are  fainter  tufts 
of  dilated  capillaries. 

Superficial  ulcers  covered  with  thick  yellowish  crusts 
are  abundant  upon  the  nose,  and  there  are  a  few  on  the 
right  cheek,  but  only  two  on  the  left.  There  is  one  as 
large  as  a  shilling  on  the  lower  lip.  When  the  crusts  are 
removed  the  surface  of  the  sore  is  slightly  above  the  sur- 
rounding skin  in  some  of  them,  below  it  in  others.  Three 
tumours  are  present  on  the  right  side  of  the  face.  The 
largest  began  a  year  ago  on  the  tragus  as  "  a  little  black 
lump  it  grew  slowly,  preserving  its  colour,  and,  when  it 
was  about  the  size  of  the  end  of  the  finger,  began  to  ulce- 
rate, six  months  from  the  time  of  its  being  first  noticed. 
It  is  now  a  flattened  spheroidal  fungating  mass  four  inches 
in  diameter,  projecting  an  inch  and  a  half  above  the 
surface.  It  covers  almost  the  whole  of  the  right  ear  and 
is  constantly  exuding  a  sanious  fluid.  The  second 
tumour,  an  inch  and  a  half  long  and  one  inch  wide, 
extends  diagonally  from  the  right  malar  eminence 
to  the  upper  lip ;  it  is  evidently  made  up  of  two 
tumours  fused  together.  The  third  is  one  inch  in  dia- 
meter, on  the    right  side  of  the  chin.     These  smaller 
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tumours  are  covered  with  black  crusfcs  of  dried  exudation. 
The  tumours  are  tender,  but  are  not  often  spontaneously 
painful.     There  are  no  granular  enlargements. 

More  easily  felt  than  seen  are  numerous  small  warts 
springing  from  the  pigment  spots  ;  they  are  most  abun- 
dant about  the  face  and  arms,  and  some  of  them  closely 
resemble  small  pigmented  senile  warts.  Insignificant  as 
these  warts  appear  they  are  of  no  slight  importance  in 
relation  to  the  tumours. 

All  the  viscera  seem  healthy,  and  the  functions  duly 
performed.  The  urine  has  a  sp.  gr.  1020,  is  acid,  clear, 
with  no  albumen  or  sugar.  Since  the  case  was  shown  to 
the  Society  in  January,  my  colleague,  Mr.  Marcus  Beck, 
has  been  kind  enough  to  remove  the  tumours,  together 
with  two  glands  beneath  the  large  tumour,  and  a  small 
piece  of  skin  from  the  outer  side  of  the  upper  arm.  The 
indolent  ulcers  also  were  scraped  with  a  sharp  spoon. 
The  large  tumour,  which  was  extremely  friable  and  had 
grown  considerably  since  it  was  shown  to  the  Society, 
sprang  from  a  comparatively  narrow  pedicle,  about  one 
inch  in  diameter,  in  front  of  the  ear,  and  did  not  implicate 
any  of  the  skin  beyond  the  pedicle,  which  appeared  to 
spring  from  the  subcutaneous  tissue. 

After  hardening  in  a  fluid  consisting  of  equal  parts  of 
a  one  sixth  solution  of  chromic  acid  and  alcohol,  sections 
were  made.  The  large  tumour  consisted  of  masses  of 
papillomatous  structure  made  up  of  elongated  cylinders 
bordered  with  oval  or  cylindrical  epithelium,  enclosing 
smaller  epithelial  cells,  with  very  little  fibrous  stroma 
(PI.  Y).  This  structure  was  imbedded  in  granulation  tissue 
which  constituted  the  greater  part  of  the  tumour  ;  some 
of  the  cells  of  this  fibro- cellular  tissue  were  spindle-shaped, 
and  the  whole  tumour  was  tunnelled  with  numerous  large 
blood-vessels.  There  was  nothing  approaching  to  a  can- 
cerous structure.  The  glands  beneath  were  slightly 
enlarged,  showing  a  slight  increase  of  fibrous  tissue  ;  in 
short,  only  the  appearances  one  would  expect  in  a  some- 
what irritated  gland.    The  smaller  tumour  showed  more 
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epithelial  structure.  It,  too,  consisted  largely  of  granula- 
tion tissue  rich  in  blood-vessels,  but  the  papilloma  masses, 
instead  of  being  congeries  of  separate  cylinders,  form 
digitate  processes  from  a  broader  base  ;  fibrous  septa  passed 
up  between  the  lobes,  so  that  it  presented  a  gland-like 
appearance  not  unlike  a  molluscum  contagiosum  tumour 
in  shape.  The  extremities  of  the  processes  lay  free  in  a 
cavity  in  the  granulation  tissue,  and  in  some  places  the 
masses  had  fallen  out,  leaving  a  lacuna  in  the  granulation 
tissue. 

How  these  gland-like  structures  are  formed  can  be 
inferred  from  the  small  ulcer  in  which  some  of  the  epithe- 
lial surface  was  left. 

In  this  there  were  only  traces  of  the  horny  layer.  The 
rete  was  increased  in  thickness,  while  the  inter-papillary 
processes  were  enormously  elongated  by  down-growth,  and 
in  some  places  they  met  and  enclosed  portions  of  the  papil- 
lary layer  of  the  corium.  These  hypertrophied  inter- 
papillary  processes  apparently  get  separated  from  the  rest 
of  the  rete,  the  compressed  corium  between  the  lobes  forms 
the  fibrous  septa,  and  thus  form  the  probable  source  of  the 
pseudo-glands  seen  in  the  smaller  tumour,  and  by  still 
further  disconnection  with  each  other  produce  the  papil- 
lomatous structure  of  the  large  tumour. 

The  rete-cells  in  many  instances  were  vacuolated  ;  there 
was  leucocytic  infiltration  between  the  rete  processes 
and  through  the  corium  and  granulation  tissue  beyond  it. 

The  skin  showed  atrophy  of  the  papillary  layer,  the  rete 
forming  a  slightly  wavy  line  over  the  thinned  corium. 
The  horny  layer  was  apparently  unaltered,  but  the  lowest 
layer  of  the  rete  was  notably  pigmented  in  parts  with 
dark  brown  granules.  At  the  site  of  a  commencing  wart, 
which  was  included  in  the  section,  the  horny  layers  were 
much  increased  in  number  and  separated  from  each  other, 
and  dipped  downwards  into  a  corresponding  depression  of 
the  rete  where  the  cells  were  flattened.  In  the  centre  of 
the  wart  the  rete  sent  down  an  obtusely  conical  process 
into  the  corium ;  round  this  process  was  a  scanty  infiltra- 
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tion  of  leucocytes  apparently  proceeding  from  the  vessels 
connecting  the  superficial  and  deep  plexuses.  There  was 
no  other  alteration  in  the  corium  below  the  papillary  layer.1 

Case  2. — Alice  Amelia  B — ,  set.  10,  closely  resembles 
her  sister,  but  the  disease  is  less  advanced.  Her  nutrition 
is  not  at  all  affected.  The  disease  began  at  the  same  age 
as  Elizabeth's,  viz.  from  twelve  to  eighteen  months,  and 
exactly  in  the  same  way  and  in  the  same  situations,  and 
has  followed  the  same  course  with  one  exception.  The 
sores  began  when  she  was  only  about  four  years  old,  within 
a  month  of  their  appearance  in  her  elder  sister. 

The  limits  of  the  disease  are  the  same  as  those  of  her 
sister  except  that  in  front  it  reaches  only  to  the  level  of 
the  first  rib  and  behind  to  the  second  dorsal  spine.  On 
the  forearms  it  is  less  marked  on  the  ulnar  side  of  the 
flexor  aspect,  does  not  extend  beyond  the  first  proximal 
phalanges  of  the  fingers,  and  is  much  fainter  upon  the  legs. 
There  are  two  freckles  on  the  right  palm.  The  left  leg 
has  extensive  superficial  scars  from  a  scald  in  infancy. 

The  pigment  spots  are  about  the  same  as  in  her  sister, 
but  the  atrophic  and  vascular  spots  are  not  so  numerous, 
and  there  are  not  such  large  white  areas  as  in  Case  1. 
The  ulcers  number  about  half  a  dozen  on  the  face,  the 
largest  about  half  an  inch  across  near  the  outer  canthus, 
and  they  are  nearly  all  on  the  right  side.  There  is  less 
cicatricial  contraction  than  in  her  sister,  the  lips  being 
perfectly  mobile,  but  there  is  some  left  ectropion.  The 
lids  are  granular,  there  is  conjunctivitis,  and  great  photo- 
phobia, but  no  pterygium.  There  are  some  verrucose 
projections  to  be  felt  both  on  the  face  and  forearms,  but  no 
tumours  at  present. 

Case  3. — Benjamin  B — ,  aet.  9,  is  most  like  Case  2,  but 
in  some  respects  more  advanced  (PI.  VI).  Beginning  at 
the  same  age  it  followed  the  same  course,  but  the  ulcers 

1  The  microscopical  observations  were  confirmed  by  Mr.  Marcus  Beck,  who 
concurred  in  the  view  than  the  tumours  were  papillomatous,  and  not  epithe- 
liomatous. 
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began  when  lie  was  only  three  years  old;  in  short,  the  ulcers 
began  on  all  three  children  within  a  month  of  each  other. 
The  difference  in  distribution  is,  that  it  extends  to  the 
level  of  the  clavicle  in  front  and  to  the  second  dorsal 
vertebra  behind,  that  the  ulnar  side  of  the  flexor  aspect 
of  the  forearm  is  almost  free,  and  that  the  lesions  extend  to 
the  end  of  the  fingers.  There  are  pigment  spots  on  two 
of  the  nails  of  the  right  hand ;  the  tip  of  the  tongue  has 
white  spots  upon  it,  where  the  papillee  are  atrophied,  so 
that  it  has  a  smooth  pale  aspect  like  some  syphilitic  tongues 
at  that  part.  There  are  white  spots  also  upon  the  lips.  The 
pigment  spots  are  like  the  others,  but  there  are  none  more 
than  three  quarters  of  an  inch  across.  There  is  a  white 
smooth  area  over  the  right  orbit  and  side  of  the  nose,  but  the 
atrophic  spots  are  inconspicuously  scattered  about  amongst 
the  pigment.  Telangiectases  are  fewer  than  in  the  other ; 
more  than  a  dozen  scabbed  sores  exist  on  the  left  side  of 
the  face,  below  the  forehead,  and  on  the  nose,  the  latter 
being  much  distorted  from  cicatricial  contraction.  There 
are  only  a  few  small  ulcers  on  the  right  side  of  the  face. 
There  are  no  verrucas  on  the  face,  but  a  few  on  the  arms. 
There  are  no  tumours  now,  but  there  was  one  on  the  left 
cheek  which  grew  out  to  the  extent  of  an  inch  and  a  half 
in  a  finger-like  way  ;  it  did  not  discharge,  but  the  end 
became  dead  and  was  cut  off  from  time  to  time,  by  the 
patient's  mother.  The  stump  was  red  but  not  ulcerating, 
and  ultimately  the  tumour  dropped  off, leaving  a  slight  scar. 

There  is  a  pterygium  on  the  outer  canthus  of  the  left 
eye  and  on  the  inner  of  the  right.  The  boy's  general 
health  and  nutrition  appear  good. 

Adding  these  to  the  already  published  cases,  we  have  in 
all  thirty-four  cases  on  which  we  may  found  a  general 
account  of  the  disease.  Taking  first  the  etiological  factors, 
we  find  that  the  number  of  males  and  females  is  exactly 
equal ;  consanguinity,  however,  plays  an  important  part. 
The  thirty-four  cases  are  distributed  over  seventeen  fami- 
lies, no  less  than  twenty-six  cases  having  occurred  in  nine 
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families.  Another  striking  feature  is  its  tendency  to  attack 
one  sex  only  in  a  family. 

This  is  true  in  seven  instances.  In  Ruder's  series,  out 
of  a  family  of  eight  boys  and  five  girls,  seven  boys  were 
attacked,  while  all  the  girls  and  one  boy  remained  free. 
Nothing  in  the  record  of  the  cases  suggests  any  explana- 
tion of  this  selection,  and  I  do  not  remember  any  analo- 
gous instance  where  a  disease,  which  is  equally  liable  to 
attack  both  boys  and  girls,  yet  habitually  selects  only 
one  sex  in  a  family.  Kaposi  and  myself  alone  record 
exceptions  to  this. 

Age. — Nearly  all  the  cases  have  commenced  in  the  first 
or  second  year  of  life ;  one  was  only  five  months  old. 
There  are,  however,  two  cases  which  did  not  begin  until 
the  age  of  nine  and  sixteen  years  respectively.  The 
disease  is  obviously  due  primarily  to  a  congenital  predis- 
position, though,  like  ichthyosis  and  prurigo,  it  does  not 
manifest  itself  for  some  time  after  birth,  requiring  perhaps 
some  further  condition  for  its  development. 

Heredity  does  not  appear  to  have  any  influence.  Three 
instances  of  cancer  in  seventeen  families  are  recorded,  but  I 
should  hesitate  to  regard  that  as  of  etiological  significance. 

Hygiene  does  not  seem  to  have  any  influence.  Most 
of  the  patients  were  in  fairly  good  circumstances,  and 
in  no  instance  have  the  general  surroundings  been  demon- 
strably in  fault. 

Season. — In  a  few  instances  where  the  time  of  year  of 
the  onset  is  mentioned  it  was  in  spring  or  summer,  and  in 
some  others  the  time  of  year  may  be  inferred  as  the 
parents  have  at  first  regarded  the  pigment  spots  as  sun- 
freckles,  and  both  Neisser  and  Yidal  are  inclined,  there- 
fore, to  think  that  insolation  may  be  an  exciting  cause  in 
a  congenitally  predisposed  child.  These  few  facts  are  all 
we  know  of  the  etiology  of  the  disease. 

Symptoms. — When  we  review  the  symptoms  and  course 
of  the  disease  we  cannot  but  be  impressed  by  the  remark- 
able similarity  of  all  the  cases.  Up  to  the  time  of  the 
onset  of  the  eruption  all  the  parents  state,  that  nothing 

vol.  lxvii.  12 
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abnormal  in  the  skin  had  been  observable,  nor  were  there 
any  general  symptoms  to  attract  attention  either  before  or 
at  the  time  the  disease  began.  Simply,  the  common 
history  is  that,  some  morning,  probably  in  spring  or  sum- 
mer, the  face  becomes  covered  with  red  spots  something 
like  those  of  measles,  for  which  the  disease  has  been 
mistaken,  or  the  redness  may  be  more  diffused,  form- 
ing patches.  This  erythematous  eruption  fades  in  a  few 
days,  but  leaves  behind  pigmented  freckle-like  spots,  or  as  in 
Duhring's,  my  own,  and  some  other  cases,  the  lentigines 
have  appeared  without  any  preceding  eruption.  Follow- 
ing at  varying  intervals  of  months  or  years,  or  it  may  be 
simultaneously,  the  other  parts  of  the  body  which  are 
habitually  uncovered,  viz.  the  neck,  face,  backs  of  fore- 
arms, and  lower  parts  of  arms,  and  sometimes  the  legs 
are  similarly  affected.  When  once  the  disease  has 
attained  to  the  dimensions  exemplified  by  the  cases  shown 
to-night  it  ceases  to  spread,  the  further  development 
being  in  the  direction  of  fresh  lesions  within  the  self- 
prescribed  limits.  The  pigment  spots  enlarge,  become 
of  a  deeper  colour,  and  others  form,  even  in  such  unusual 
positions  as  the  nails  and  palms,  as  in  my  cases,  and  the 
palpebral  mucous  membrane  and  sclerotic  in  one  of 
Vidal's.  As  time  goes  on  the  pigment  spots  prove  them- 
selves by  no  means  the  harmless  freckles  they  at  first 
appear,  but  play  an  important  part  in  the  evolution  of 
what  are  afterwards  to  become  fatal  lesions.  We  do  not 
know  how  soon  the  white  atrophic  spots  and  areas  develope 
but  they  are  later  than  the  pigmentation.  And  whether 
they  are  consequent  upon  the  telangiectases,  as  Taylor 
thinks,  or  whether  the  telangiectases  are  the  consequence 
of  the  obliteration  of  the  vessels  in  the  atrophic  areas, 
remains  to  be  proved.  The  atrophy  sometimes  involves 
the  mucous  membranes.  At  varying  intervals,  but  usually 
some  years  from  the  commencement  of  the  disease,  super- 
ficial ulcers  develope,  covered  with  yellowish  brown,  or  black 
blood-crusts.  Some  of  the  ulcers  heal  while  others  spread 
and  fungate.    A  little  later  when  the  finger  is  passed  over 
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trie  skin  small  verrucose  projections  can  be  felt  situated 
upon  the  pigment  spots.  These  warts  are  in  most  cases 
the  starting-points  of  the  tumours.  Here  I  would  call 
attention  to  a  point  not  noticed  before,,  namely,  the  preva- 
lence of  the  ulcers  and  tumours  upon  the  right  side  of 
the  face.  Out  of  twelve  instances  in  which  the  side  where 
these  lesions  began  is  mentioned,  in  nine  it  was  upon  the 
right  and  in  only  three  upon  the  left  side,  and  when 
both  sides  were  involved  they  usually  predominated  upon 
the  right. 

Clinically,  the  tumours  may  be  described  as  verrucose 
and  fungating,  but  pathologically,  all  observers  except 
Taylor,  of  New  York,  have  described  them  as  epitheliomas, 
with  the  epidermic  glands  abundant  in  some  but  absent 
in  others.  That  they  are  not  always  or  at  all  times 
epitheliomas  the  present  case  demonstrates,  and  Taylor's 
was  not  improbably  like  mine.  It  is,  however,  quite 
possible  that  if  these  tumours  were  left  to  irritate  and  be 
irritated  that  epithelioma  might  supervene,  for  the  boun- 
dary dividing  papilloma  from  epithelioma  is  often  a  very 
narrow  one.  Leloir  and  Vidal  thought  that  the  epithe- 
liomas develop  in  other  structures  besides  the  warts,  as 
they  found  nodules  of  epithelioma  in  the  middle  of  the 
corimn,  which  they  thought  originated  in  the  glands  of 
the  skin.  It  must  be  borne  in  mind,  however,  that  on 
the  Continent  they  use  the  term  epithelioma  in  a  somewhat 
wider  sense  than  we  do.  With  regard  to  the  production 
of  the  ulcers  I  believe  them  to  be  due  to  infective  pus.  I 
have  seen  some  of  them  evidently  produced  by  the  dis- 
charge from  the  eye,  and  in  such  ill-nourished  tissues 
they  are  easily  excited  and  kept  up.  The  fact  that  in 
these  cases  they  followed  in  the  younger  children  so  soon 
after  their  appearance  in  the  elder  suggests  a  similar 
explanation.  If  untreated  they  tend  to  fungate  and 
perhaps  become  the  site  of  an  epithelioma,  while  some  have 
described  them  as  becoming  rodent  ulcers. 

The  appearance  of  the  tumours  marks  the  beginning  of 
the  end.     Glandular  implication  and  general  infection  are 
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rare,  though  it  probably  occurred  in  Hebra's  first  patient, 
who  died  of  cancer  of  the  peritoneum  when  twenty-seven 
years  old  ;  but  as  the  tumours  multiply  and  fungate  the 
health  of  the  patient,  which  has  hitherto  been  so  remark- 
ably good  that  no  general  symptoms  belong  to  the  disease, 
gives  way  at  last  from  the  continuous  discharge  and  he 
dies  marasmic  and  exhausted. 

Vidal  divides  the  disease  into  three  periods  : 

1.  The  onset  and  development  of  the  erythema  and  pig- 
ment spots. 

2.  The  atrophy  of  the  skin  with  its  consequent  dryness, 
wrinkling  exfoliation,  and  accompanying  telangiectasis  and 
superficial  ulcers. 

3.  The  formation  of  verrucous  projections  whence  the 
fungating  tumours  develop. 

Diagnosis. — Few  will  dispute  that  the  disease  is  sui 
generis j  but  errors  may  arise  in  its  diagnosis.  At  the  com- 
mencement the  red  spots  have  been  mistaken  for  measles 
and  the  pigment  spots  for  ordinary  freckles  ;  time  and  the 
surrounding  circumstances  will  clear  this  up.  Later  on 
difficulties  have  arisen  from  laying  too  much  stress  on  one 
lesion  to  the  exclusion  of  the  rest ;  thus  the  telangiectases 
have  led  to  its  being  regarded  as  a  rare  form  of  naevus. 
From  the  scabbed  ulcers  and  cicatricial  aspect  it  has  been 
pronounced  to  be  a  form  of  lupus;  but  what  was  it  before 
the  ulceration  commenced,  and  what  kind  of  lupus  begins 
as  superficial  sores  scattered  irregularly  over  the  face  and 
without  evident  preceding  infiltration  of  the  skin  ? 

But  the  disease  that  most  closely  resembles  it  is  the 
atrophic  stage  of  scleroderma  universalis.  Here  we  have 
immobility,  white  atrophy,  telangiectases,  and  sometimes 
pigmentation,  but  in  scleroderma  the  immobility  is  much 
greater,  the  telangiectases  are  rarely  so  conspicuous,  and 
the  pigmentation  is  not  in  lentiginous  spots  but  in  streaks, 
while  the  early  history  is  totally  different. 

Indeed,  error  is  almost  impossible  if  the  existence  of 
the  disease  is  borne  in  mind  and  all  the  lesions  and  the  his- 
tory of  their  development  known. 
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The  prognosis  is  gloomy  enough.  It  is  true  that  cases 
have  gone  on  to  adult  age,  and  one  which  began  late,  viz. 
at  nine  years  old,  lasted  for  thirty  years  before  the  tumours 
made  their  appearance,  but  the  majority  succumb  long 
before  this  and  many  have  died  under  puberty.  There  is 
absolutely  no  hope  of  spontaneous  improvement. 

Treatment. — Everything  yet  tried,  such  as  arsenic, 
tonics,  cod-liver  oil,  and  so  forth  has  been  absolutely 
futile.  The  removal  of  the  tumours  as  a  palliative  is  an 
obvious  indication,  and  my  experience  of  these  three  cases 
leads  me  to  believe  that  much  may  be  done  for  their  relief 
by  local  treatment.  The  ulcers  have  nearly  all  been 
healed  or  are  progressing  in  that  direction.  The  recent 
ulcers  have  been  treated  with  a  weak  ammonio  chloride  of 
mercury  ointment,  followed  by  boracic  acid  ointment. 
The  old  indolent  or  fungating  ulcers  were  first  scraped 
with  a  sharp  spoon  and  then  dressed  with  boracic  acid 
lint  or  ointment.  The  eyes,  under  Mr.  Tweedy's  direc- 
tion, have  been  diligently  bathed  with  boracic  acid  lotion 
and  greatly  improved,  and  thus  fresh  ulcers  from  the  irri- 
tation of  the  discharge  on  the  cheeks  has  been  avoided. 
Those  who  saw  the  cases  in  January  will  bear  witness  to 
their  improved  appearance,  and  though  no  doubt  this  is 
only  temporary,  constant  watchfulness  and  early  treatment 
of  fresh  lesions  would  almost  certainly  delay  the  progress 
towards  death  by  saving  the  strength  of  the  patient. 

Pathology. — As  to  the  general  nature  of  the  disease  all 
Continental  authorities  are  agreed  that  it  is  an  atrophy  of 
the  skin,  probably  due  to  a  neurosis,  which  we  can  only 
ascribe  to  a  congenital  predisposition,  though  all  do  not 
agree  that  the  atrophy  is  primary. 

Granting  the  existence  of  a  trophic  neurosis  many  of 
the  symptoms  are  not  without  analogies  in  other  diseases  : 

Excess  of  pigmentation,  followed  by  total  absence  of  it, 
is  often  seen  in  leucoderma,  and  probably  pigmentation 
always  precedes  the  white  patches  in  that  disease.  As  a 
degenerative  change  we  see  pigmentation  in  elderly  people, 
and  at  the  present  time  I  have  two  cases  of  old  persons 
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where,  after  removal  of  eczema,  pigmentation  has  been  left 
which  in  one  of  them  is  distinctly  freckle-like.  Atrophy 
with  pigmentation  and  telangiectasis,  as  before  remarked,  is 
seen  in  scleroderma,  but  here  infiltration  of  the  tissue  pre- 
cedes the  atrophy,  the  telangiectasis,  being,  probably,  due  to 
collateral  hyperemia  consequent  upon  the  blocking  of 
neighbouring  vessels  by  the  infiltration.  The  ulcers 
appear  to  be  accidents  so  to  speak  and  to  a  great  extent 
avoidable,  but  the  warts  which  are  the  starting-point  of 
the  tumours  are  probably  another  evidence  of  degenerative 
change  analogous  to  the  pigmented  warts  so  frequent  in 
senile  atrophy  of  the  skin,  and  these  warts  too  are  not  un- 
frequently  the  seat  of  cancerous  changes.  Kaposi  and 
Neisser  explain  the  production  of  epithelioma  at  so  early 
an  age  as  due  to  the  active  changes  going  on  in  the  epi- 
thelial tissues,  in  the  production  and  rapid  disappearance 
of  new  papillae  and  epithelium  and  of  the  pigment-pro- 
ducing elements.  The  disease  appears  to  me  best  expli- 
cable by  regarding  it  as  one  in  which  the  nutrition  of  the 
tissue  is  damaged  in  the  same  direction  as  in  senile  decay, 
and  therefore  prone,  like  worn-out  tissues  generally,  to 
resent  irritation  by  the  production  of  morbid  and  too  often 
malignant  growths.  The  pterygium,  a  condition  rarely 
seen  in  the  young,  is  another  symptom  of  this  premature 
sensibility.  I  certainly  prefer  the  above  analogy  to  the 
other  put  forward  by  Vidal,  who  asks  : 

"  May  it  not  be  a  variety  of  that  numerous  class  of 
epithelial  cancers  of  which  the  first  and  second  stages  are 
only  the  prelude,  and  the  disease  is  only  established  at  the 
third  period  ? 

"  In  superficial  epitheliomas  from  multiple  foci,  which  in 
various  forms  we  call  benign  epitheliomas,  the  cancroid 
may  be  preceded  for  years  by  a  dry  seborrhoea  or  an  epi- 
dermic exfoliation  of  a  greyish  or  brownish  colour.  Gra- 
dually this  lesion  passes  insensibly  into  a  cancroidal 
ulceration  which,  superficial  at  first,  ultimately  gets  deep. 
Compare  also  the  affection  of  the  tongue  which,  after  last- 
ing perhaps  twenty  years,  becomes  cancerous,  the  epithe- 
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lium  having  gradually  got  thick  and  rugose,  this  tylosis 
being  the  first  stage  of  the  cancroid." 

One  word  about  the  name.  Xeroderma  is  certainly  an 
unfortunate  selection,  as  that  term  is  already  in  thoroughly 
established  use  for  the  mildest  form  of  ichthyosis,  with 
which  this  disease  has  nothing  to  do,  and  it  can  only  there- 
fore lead  to  confusion.  Taylor's  name,  "  Angioma  pigmen- 
tosum et  Atrophicum,"  depicts  several  features  of  the 
disease,  but  is  too  clumsy  an  appellation.  The  disease  is 
admittedly  an  atrophy  of  the  skin,  and  I  would  therefore 
suggest  "  Atrophoderma  pigmentosum,"  which  would  call 
attention  to  two  prominent  symptoms,  avoid  confusion,  and 
not  be  too  complicated  for  ordinary  use. 
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DESCRIPTION  OF  PLATES  III,  IV,  V. 


Three  cases  of  Xeroderma  Pigmentosum  (H.  Radcliffe 
Crocker,  M.D.). 


Plate  III. 
Alice  Elizabeth  Beddoes,  set.  12  years, 

Plate  IV. 
Benjamin  Beddoes,  set.  9  years. 

Plate  V. 

Fig.  1. — One  of  many  lobed  masses  embedded  in  granulation 
tissue  from  a  filbert-sized  tumour  on  the  cheek,  x  100.  Reduced 
one  half. 

a.  Small  epithelial  cells  filling  the  lobes 

Fig.  2. — Portion  of  the  upper  part  of  a  small  ulcer  from  the 
cheek. 

b.  Lowest  layers  of  horny  part ;  the  rest  has  been  excoriated. 

c.  Dilated  vessels. 

Fig.  3.— A  single  lobe  of  the  papillomatous  tumour,    x  350. 
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In  his  paper  on  this  subject,  published  in  the  sixty-first 
volume  of  the  f  Transactions  '  of  this  Society,  Dr.  Ord  has 
given  faithful  reproductions  of  two  photographs  of  Harriet 
Brown,  one  taken  at  the  age  of  twenty-one  when  in  a  state 
of  health,  and  the  other  at  the  age  of  twenty-seven  when 
the  subject  of  fully-developed  myxcedema.  She  came 
under  my  care  about  three  years  before  she  was  brought 
under  the  notice  of  this  Society  in  1877,  and  continued 
so  up  to  the  time  of  her  death  in  1881,  and  was  regarded 
at  St.  Thomas's  as  a  typical  example  of  myxcedema.  As 
I  am  now  able  to  give  a  complete  account  of  her  case,  I 
think  it  will  prove  interesting  as  a  supplement  to  Dr.  Ord's 
paper,  and  as  an  aid  in  the  elucidation  of  this  morbid 
condition. 

At  the  age  of  twenty-one  H.  B —  was  a  bright,  active, 
slender  woman,  about  5  ft.  3  in.  in  height,  and  weighing 
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between  eight  and  nine  stone,  of  fair  skin  and  dark  hair. 
She  had  always  enjoyed  good  health,  there  was  no  remem- 
brance of  any  particular  disorder  in  infancy,  and  she  never 
had  scarlet  fever.  Her  general  appearance  at  this  time  is 
given  in  PL  vii,  fig.  1,  vol.  lxi  of  the  f  Transaction?. 3 

Her  parents,  a  sister,  and  two  brothers  are  still  alive, 
strong,  and  healthy.  Her  second  and  last  child  (who  is 
now  a  bright,  lively,  spare,  and  healthy  little  girl)  was 
born  in  1871,  at  which  time  the  patient  was  twenty-six 
years  old. 

The  disease  undoubtedly  had  its  origin  at  this  puerperal 
period.1  The  labour  was  not  a  good  one,  and  recovery 
was  protracted  and  imperfect.  A  year  afterwards  the 
myxcedema  was  fully  developed,  as  will  be  seen  in  fig.  2 
of  the  plate  just  referred  to. 

Three  years  later  she  came  under  my  notice,  and  for 
the  next  five  years,  i.e.  up  to  1879,  there  was  no  note- 
worthy change  in  her  condition.  She  merely  complained 
of  debility.  The  integument  of  the  face  was  thickened, 
the  eyelids  puffy,  and  the  bright  crimson  injection  of  the 
fair  cheeks  contrasted  with  the  very  dark  brown  hair. 
Excepting  an  occasional  slight  pitting  over  the  tibiae,  and 
a  little  puffiness  of  the  ankles,  there  was  no  thickening  or 
oedema  of  the  legs.  All  the  functions  were  normally  per- 
formed. The  urine  was  frequently  examined,  and  always 
found  of  rather  low  specific  gravity  and  free  from  albu- 
men.    The  pelvic  and  abdominal  viscera  were  healthy. 

The  only  defects  discernible  were  deficient  expansion 
of  the  chest  walls  with  slightly  prolonged  expiration  and 
impaired  resonance — the  usual  indications  of  chronic  pleu- 
ritic adhesions — and  a  rather  feeble  ventricular  contraction. 
The  pulse  was  correspondingly  weak,  but  otherwise  quite 
normal. 

She  took  chalybeate  tonics  with  advantage,  and  was 
always  able  to  attend  to  her  household  duties. 

Becoming  a  little  weaker  she  was  admitted  into 
Christian  Ward  on  2nd  September,  1879,  and  remained 

1  See  p.  194 
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in  the  hospital  fourteen  weeks.  She  said  that  three  weeks 
previously  she  was  suddenly  taken  with  giddiness  and 
weakness  in  the  left  side,  and  she  should  have  fallen  but 
for  help. 

The  following  was  her  condition  at  this  time  : — She  was 
fairly  well  nourished,  complained  of  increased  weakness, 
of  pain  in  the  back  of  the  head  and  down  the  back,  of 
impairment  of  memory  and  of  vision  of  the  left  eye. 
Excepting  a  little  weakness  of  the  left  leg  there  was  no 
special  diminution  of  muscular  power,  nor  was  there  any 
sign  of  nerve  lesion  or  disorder.  There  was  a  little  cough 
at  night,  a  few  bronchitic  rales  in  the  right  lung,  and  a 
little  crackling  and  diminished  resonance  at  the  left  base 
posteriorly.  The  apex  beat  of  the  heart  was  neither 
visible  nor  palpable,  but  the  position  and  sounds  were 
normal ;  the  pulse  72,  weak.  Both  flanks  were  rather 
dull,  but  the  abdomen  was  otherwise  normal.  There  was 
slight  oedema  over  the  shins,  and  the  feet  became  a  little 
puffy  on  standing.  The  urine  was  normal  and  averaged 
about  forty-eight  ounces. 

From  the  9th  to  the  12th  September  the  urine  decreased 
to  fourteen,  twelve,  and  four  ounces  in  the  twenty-four 
hours,  but  continued  normal ;  the  puffiness  of  the  face  and 
oedema  of  the  feet  increased,  the  skin  was  moist,  pulse  68, 
unchanged,  temp.  96°,  resp.  20.  She  was  depressed, 
complained  of  great  pain  in  the  back,  and  had  frequent 
nausea. 

On  13th  September  and  subsequently,  the  normal 
amount  of  urine,  sp.  gr.  1013  to  1017,  was  passed,  but 
there  was  no  improvement  in  the  symptoms. 

On  the  15th  she  vomited,  but  the  bowels  continued 
regular,  as  was  always  the  case. 

During  the  rest  of  this  month  and  the  whole  of  the  next 
she  grew  worse,  and  was  wholly  confined  to  bed,  being 
occasionally  restless,  fretting  over  imaginary  troubles,  and 
getting  out  of  bed,  and  in  doing  so  on  one  occasion  she 
fell  and  bruised  herself.  She  was  alternately  drowsy  and 
restless  with  slight   delirium,  muttering  to  herself  and 
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being  frequently  under  trie  delusion  that  someone  was 
waiting  for  her.  She  complained  of  sick  headache  ;  the 
pulse  was  small  and  weak,  but  not  accelerated ;  the  heart 
sounds  very  feeble  and  hardly  to  be  heard  ;  the  tempera- 
ture from  1°  to  3°  subnormal  (see  below).  The  urine 
varied  from  twenty  to  thirty-six  ounces,  sp.  gr.  1007  to 
1017,  occasionally  depositing  a  slight  amount  of  lithates ; 
on  two  or  three  occasions  it  was  darker  coloured  and 
deposited  phosphates.  The  amount  of  urea  excreted  at 
intervals  was  as  follows  : 


Oct.  30 
Nov.  6 
»  8 
„  13 
„  18 


24  hours 


140*5  grs. 

90-5  „ 
101  „ 
196-6  „ 

66-9  „ 


..    Sp.  gr.  of  urine  1013 

, .    36  ounces  of  urine 
.34 


The  average  for  the  five  days  is  11 9'1  grains,  being  a 
reduction  to  about  half  the  amount  excreted  by  a  healthy 
individual  of  her  sex,  size,  and  weight. 

During  the  time  she  remained  in  bed  and  for  some  time 
after,  the  temperature  was  carefully  recorded  night  and 
morning  at  the  same  hours  ;  it  was  constantly  subnormal 
from  1°  to  3°. 


Average  for  the  1st  five  days,  Aug.  31  to  Sept.  5—96-2°  Fahr.  " 


2nd 

Sept.  6  to    „  10—96-2° 

3rd 

„    11  to    „  15—97-4° 

4th 

„    16  to    „  20-96-9° 

5th  '  , 

„    21  to    „  25—96-7° 

» 

6th 

„    26  to    „  30—96-3° 

»» 

7th 

Oct.   1  to  Oct.  5—95-9° 

» 

8th 

„     6  to    „  10—96-3° 

9th 

„    11  to    „  15—96-7° 

10th 

„    16  to    „  20—95-6° 

11th 

„    21  to    „  25—96-6° 

»» 

12th 

„    26  to    „  30—95-7° 

>> 

13th 

„    31  to  Nov.  4—96-3° 

14th 

Nov.  5  to    „  9—96-6° 

15th 

„    10  to    „   14— 95-8Q 

»t 

16th 

„    15  to    „  19—96-6° 

17th 

„    20  to    „  24—97-7° 

Constantly 
in  bed. 


|    Began  to 
}>  sit  up  in  the 
!  afternoon. 
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The  highest  temperature  recorded  is  97*7°,  and  the 
difference  between  this  and  the  lowest  was  only  2°. 

On  the  7th  November  she  was  nearly  relieved  of  the 
cerebral  symptoms,  but  she  still  felt  weak  and  giddy,  and 
had  a  little  pain  in  her  limbs  ;  she  walked  slowly,  moving 
the  limbs  equally.  The  pulse  standing  was  92  and  regular, 
but  the  slightest  pressure  effaced  it. 

On  the  15th  of  the  same  month  she  had  returned  very 
nearly  to  her  usual  state,  eating  and  sleeping  well.  Five 
days  before  she  left  the  hospital  (December  12th)  the 
catamenia  reappeared  after  an  absence  of  a  year. 

After  this  illness  there  was  a  marked  declension  of 
strength,  but  she  still  got  up  early  in  the  morning  and 
attended  to  her  household  duties,  her  condition  remaining 
very  uniform  for  the  next  two  years  nearly. 

On  the  30th  September,  1881,  she  was  again  admitted 
into  Christian  Ward  under  my  care,  and  died  five  days 
afterwards.  She  complained  of  loss  of  power  in  the  left 
side  so  that  she  could  not  walk  without  help ;  she  had 
a  troublesome  cough  and  a  little  bronchial  expectoration. 
Her  appearance  and  manner  were  unchanged,  except  that 
the  expression  was  heavier  and  the  speech  thicker  and 
more  laboured.  The  skin  was  dry  and  harsh,  that  of  the 
chest  being  rough  with  raised  papillas.  The  respiration 
was  almost  entirely  abdominal,  24.  The  breath  sounds 
were  normal  on  the  right  side  excepting  at  the  apex  and 
down  the  back  to  the  side  of  the  vertebra ;  here  it  was 
rather  harsh  and  the  expiration  was  prolonged.  The  left 
chest  was  dullish  everywhere  ;  there  was  an  increase  of 
vocal  fremitus  and  bronchophony,  and  the  breath  sounds 
were  rather  tubular.  The  apex  beat  of  the  heart  could 
not  be  either  seen  or  felt,  the  first  sound  was  inaudible, 
the  second  clear  and  sharp  ;  pulse  regular,  small,  and 
feeble,  72.  Tongue  clear  and  moist,  appetite  defective, 
bowels  regular,  the  abdomen  normal,  the  urine  normal  in 
quantity,  sp.  gr.  1020,  free  from  albumin.  The  catamenia, 
had  been  absent  three  months. 

Left  to  herself  she  lapsed  into  the  drowsy,  semi-delirious 

vol.  lxvii.  13 
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state  above  described  as  her  condition  when  in  the  hospital 
nearly  two  years  previously.  The  highest  temperature 
recorded  was  97*4°,  but  the  four  last  days  of  her  life  it 
was  only  94°.  There  was  retention  of  urine  the  second 
day  after  admission.  The  day  before  her  death  she  could 
be  roused,  and  passed  water  without  assistance.  She  died 
of  asthenia. 

The  post-mortem  examination  was  made  by  Dr.  Gul- 
liver. The  body  was  well  nourished,  the  skin  singularly 
fair,  like  alabaster  or  oedematous  tissue,  but  quite  free 
from  oedema  excepting  around  the  ankles,  where  pressure 
caused  slight  pitting.  There  was  a  moderate  amount  of 
pure  white  adipose  tissue.  The  peritoneum  contained  a 
pint  and  a  half  of  clear  serum  ;  here  and  there  there  were 
a  few  old  fibrous  adhesions,  but  about  the  uterus  and 
ovaries  they  were  strong  and  general. 

The  liver  weighed  2  lb.  13^  oz.  On  the  surface  a 
few  scattered  yellow  dots — not  raised — were  observable, 
but  the  structure  was  normal. 

The  kidneys  weighed  together  9J  oz. ;  they  were  lobu- 
lated,  slightly  elongated,  and  narrow.  The  section  was 
unusually  firm  and  glistening,  the  cortex  injected,  the 
capsule  stripped  off  too  easily,  and  the  arteries  were 
thickened.    Otherwise  the  organs  were  quite  healthy. 

The  uterus  was  nearly  twice  its  normal  size,  but  other- 
wise healthy. 

The  spleen,  intestines,  and  the  rest  of  the  pelvic  and 
abdominal  viscera  were  normal. 

The  tongue  was  unusually  firm  and  contracted  ;  the 
thyroid  gland  reduced  to  two  little  yellowish-white  masses^ 
together  about  the  size  of  the  last  joint  of  the  little  finger. 
The  chest  was  narrow  and  the  muscles  pale  and  stringy. 
The  pericardium  was  distended  with  clear  straw-coloured 
serum  ;  there  was  no  evidence  of  inflammatory  action. 

The  heart  weighed  oz.,  it  was  firmly  contracted  and 
empty,  the  muscle  was  healthy,  and  the  valves  also,  and 
competent ;  there  were  a  few  patches  of  commencing 
atheroma  at  the  root  of  the  aorta. 
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The  right  pleural  cavity  contained  half  a  pint  of  clear 
serum,  the  apex  of  the  right  lung  (which  weighed  1  lb. 
1^  oz.)  was  firmly  fixed  by  old  adhesions  ;  a  cicatricial 
depression  corresponded  to  the  adhesion,  and  an  inch 
internal  to  this  there  was  an  old  nodular  thickening  with 
here  and  there  a  little  cretaceous  deposit.  The  posterior 
border  of  the  lung  was  devoid  of  air  and  in  a  state  of 
fibrous  degeneration. 

The  left  lung  weighed  1  lb.  ;  it  was  everywhere 
firmly  adherent  to  the  chest,  and  behind  and  at  the  sides 
the  pleura  was  converted  into  a  thick  opaque  fibrous 
membrane,,  and  the  lung  could  only  be  separated  by  dis- 
section or  laceration.  The  whole  of  the  lung  was  in  a 
state  of  fibrous  degeneration,  being  very  tough,  com- 
pletely free  from  air,  and  sank  in  water.  Sections  pre- 
sented a  streaky  appearance  due  to  the  paler  bronchial 
tubes  and  an  increase  of  connective  tissue  around  them. 
A  teaspoonful  of  creamy  odourless  pus  oozed  from  one  of 
the  divided  bronchia,  and  the  same  amount  from  the 
trachea  as  it  was  divided  opposite  the  supra-sternal  notch. 

The  thoracic  gangliated  cords  were  deeply  implicated 
in  the  adherent  and  degenerated  pleurae,  and  on  the  left 
side  the  ganglia  could  not  be  satisfactorily  distinguished. 

My  colleague,  Dr.  Hadden,  undertook  to  examine  the 
cervical  sympathetic  and  some  other  of  the  tissues.  The 
following  is  his  report  : — {<  There  is  no  alteration  which 
can  be  pronounced  abnormal  in  the  cervical  sympathetic  ; 
some  of  the  ganglion  cells  appeared  unusually  large  and 
pigmented,  but  on  comparison  with  normal  specimens,  I 
could  not  satisfy  myself  that  there  was  much  variation  from 
the  healthy  condition.  But  on  comparing  these  ganglia 
with  those  of  another  case  which  I  have  recently  examined, 
the  similarity  of  the  changes  in  the  two  cases  is  very 
striking.  The  lesion  consists  mainly  in  a  sclerosis  caus- 
ing atrophy  of  the  fibres,  leaving  the  cells  almost  un- 
changed.1   The  changes  in  the  skin  are  very  marked. 

1  I  have  examined  Dr.  Hadden's  specimens,  and  adopt  the  first  six  lines  of 
his  report,  but  hesitate  to  endorse  the  ninth  and  tenth.  The  blood-vessels  appear 
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All  the  hairs  seen  in  the  sections  are  broken  off  short, 
none  reaching  to  the  surface.  The  fibrous  layer  of  the 
hair  sac  is  much  thickened  by  a  nucleated  fibrillated 
tissue ;  the  inner  and  outer  root  sheaths  are  obscured  by 
a  small  round- celled  growth,  so  that  no  normal  structure 
can  be  seen.  The  coiled  tubes  which  compose  the  sweat 
glands  are  filled  with  closely- packed  small  round  cells, 
which  become  deeply  stained  by  colouring  matters  ;  there 
is  no  lumen,  and  the  polyhedral  cells  which  normally  line 
the  interior  are  quite  absent ;  the  sudoriferous  ducts  near 
the  sebaceous  follicles  are  also  blocked  with  similar  cells  ; 
the  adventitia  of  the  small  arteries  seems  unusually 
thickened.  In  one  portion  of  the  skin  the  fibrous  bundles 
of  the  corium  and  superficial  part  of  the  subcutaneous 
tissue  are  separated  one  from  another,  but  this  appearance 
is  probably  artificial,  for  in  most  specimens  no  such  con- 
dition is  observable.  The  elastic  fibres  exhibit  no  change. 33 
The  brain  and  spinal  cord  were  firm  and  apparently 
quite  healthy.  Apart  from  the  morbid  changes  above 
detailed  two  main  facts  were  obvious.  Firstly,  the  quan- 
tity of  blood  was  small  ;  although  the  heart  was  contracted 
and  empty,  and  one  lung  was  degenerated  and  much  less 
vascular  than  the  normal  organ,  there  was  no  noticeable 
fulness  either  of  the  superficial  veins  during  life  or  of  the 
great  internal  veins  after  death.  Secondly,  all  the  tissues 
were  abnormally  firm  and  tough :  there  was  a  general 
increase  of  connective  tissue  throughout  the  body.  This 
was  well  illustrated  in  the  muscles.  For  the  purpose  of 
the  chemical  examination  of  the  tissues,  the  results  of 
which  are  given  below,  I  procured  a  new  "  Nye's 
mincing  machine."  It  minced  ordinary  flesh  readily  and 
perfectly,  but  on  trying  to  pass  the  rectus  abdominis 
muscle  of  the  patient  through  it,  the  knives  became 

to  be  wider  aud  more  numerous  than  usual.  It  would  be  interesting,  of  course, 
to  find  such  widespread  implication  of  the  sympathetic  in  these  cases,  but  I 
think  that  the  symptoms  in  the  case  under  consideration  are  sufficiently 
accounted  for  by  the  involvement  obvious  to  the  naked  eye,  of  the  thoracic 
ganglia. 
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entangled  in  tough  strings  of  fibrous  tissue  and  the 
instrument  was  so  much  a  failure  that  I  had  to  resort  to 
the  old  plan  of  "  the  chopper  and  block. " 

Chemical  Examination  op  the  Tissues. — My  object  was 
simply  to  determine  the  amount  of  mucin.  The  process 
which  I  adopted  was  as  follows  : — One  part  of  the  tissue 
(15  grammes  =  238  grains)  was  pulped  or  minced  and 
digested  for  a  week  with  frequent  agitation  in  seven  parts 
(107'9  cubic  centimetres  =  1666  grain  measures)  of  fresh 
lime-water  at  60°  Fahr.,  and  then  filtered.  The  residue 
was  then  macerated  in  a  fresh  portion  of  lime  water  for 
from  four  to  eight  hours  at  a  temperature  gradually  rising 
from  60°  to  110°  Fahr.  At  the  end  of  this  operation  the 
softer  tissues  were  completely  disintegrated.  The  solu- 
tions were  then  filtered,  and  the  mucin  both  of  the  first 
and  second  filtrate  precipitated  by  acetic  acid,  collected 
upon  a  filter  (associated  with  a  second  of  equal  weight 
made  from  the  same  sheet  of  paper),  washed  with 
water  acidulated  with  acetic  acid,  and  estimated  in  a  dry 
crisp  state.  In  the  second  maceration  it  is  obvious  that 
if  chondrin  were  contained  in  the  tissue,  the  amount 
would  be  included  in  the  figures  representing  the  amounts 
of  mucin.  But  it  may,  I  think,  be  assumed  to  be  absent 
from  all  the  tissues  examined  except  the  lungs.  In 
the  estimation,  however,  given  below  no  artificial  heat  was 
employed,  the  second  maceration  (with  heat)  giving  no 
appreciable  precipitate  with  acetic  acid. 

The  following  is  the  result : 

Percentage  of  Mucin  in  the  following  Tissues  of  Harriet  B — . 


Skin   0-525 

Sheath  of  rectus     .       .       .       .       .       .  1*239 

Subcutaneous  fat  of  abdomen  ....  0*176 

Muscle    .       .       .       .             .       .       .  None 

Lung 1   1*600 

Kidney  1  .    0*804 

Spleen   None 


1  I  regret  that  I  failed  to  note  the  parts  of  the  organs  from  which  the 
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I  am  not  aware  that  the  proportions  of  mucin  and  the 
other  constituents  of  healthy  tissues  at  various  ages  have 
been  ascertained,  and  until  this  has  been  done,  the  value 
of  the  foregoing  data  is  of  course  unknown.  As  a  help 
to  myself  and  future  inquirers,  I  have  determined  this 
question  to  some  extent  in  respect  of  a  woman,  Eliza  B — , 
a3t.  24,  who  died  under  my  care  in  St.  Thomas's  Hospital. 
She  was  the  subject  of  mitral  disease.  There  was  slight 
oedema  of  the  eyes,  and  a  little  fluid  in  the  serous  cavities. 


Percentage  of  Mucin,  Albumin,  and  Gelatin  in  the  following 
Tissues  of  Eliza  B-^,  set.  24. 


Mucin. 

Albumin. 

Gelatin. 

Skin  

0-17  . 

0-68 

..  1950 

Sheath  of  rectus  abdominis  muscle 1  . 

0-28  . 

3-63 

..  21-79 

Subcutaneous  fat  • 

0-01  . 

0-65 

..  1-72 

Muscle  (rectus  abdominis)  . 

0-73  . 

14-65 

..  2-16 

Lung  (thin  anterior  border) 

0*31  . 

6-62 

..  5-64 

Kidney  (cortex  and  medulla  equally)  . 

1-09  . 

3-82 

..  3-47 

None  . 

..  Abundance  . 

..  Abundance 

The  tissues,  drained  of  blood  and  finely  minced  or 
pulped,  were  digested  in  seven  parts  of  lime-water,  and 
subsequently  in  a  fresh  portion  at  a  temperature  ranging 
from  110°  to  160°  Fahr. ;  the  skin  and  tendon  requiring 
the  higher  temperature  in  order  to  effect  a  complete 
solution.  Indeed,  all  the  tissues  may  be  at  once  exposed 
to  the  higher  temperature,  when  the  process  may  be 
speedily  effected.  I  used  cold  lime-water  at  first,  thinking 
that  heat  might  cause  some  decomposition  of  the  mucin. 
A  carefully  performed  experiment  on  bronchial  mucus 
proved  to  me  that  mucin  in  lime-water  undergoes  no 
diminution  when  exposed  for  many  hours  to  a  temperature 
over  160°  Fahr. 

The  process  adopted  was  as  follows  : — Solution  of  the 
tissue  having  been  effected,  the  filtrate  was  supersaturated 

portions  analysed  were  taken ;  the  significance  of  this  (see  p.  199)  occurred  to 
me  subsequently. 

1  The  large  quantity  of  albumin  was  no  doubt  derived  from  adherent 
muscular  fibre. 
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with  acetic  acid,  precipitated  mucin  was  collected  upon  a 
filter  (placed  by  the  side  of  another  which  served  as  a 
counterpoise,  being  of  equal  weight  and  equally  saturated 
with  the  solution,  and  washed  and  dried  together),  washed, 
and  dried.  The  filtrate  was  next  treated  with  solution  of 
potassium  ferrocyanide  so  long  as  any  precipitate  formed  ; 
the  albumin  was  collected,  washed  with  water  acidulated 
with  acetic  acid,  dried,  and  weighed.  The  filtrate  was 
lastly  precipitated  by  freshly  prepared  solution  of  tannic 
acid,  and  the  gelatine  collected,  washed,  and  dried. 

In  ascertaining  the  amount  of  mucin  it  is  necessary  to 
state  the  part  from  which  the  specimen  was  taken ;  for 
example,  the  cortical  part  of  the  kidney  will  yield  less 
mucin  than  the  medullary  portion,  and  the  lining  mem- 
brane of  the  pelvis  more  than  the  medullary  portion. 
Again,  with  regard  to  the  lung,  it  will  be  obvious  that  the 
thin  edge  of  the  lung  will  yield  less  mucin  than  the 
central  parts,  because  a  portion  from  the  latter  contains 
larger  and  more  numerous  bronchia  than  the  former. 
The  quantity  of  albumin,  too,  will  vary  with  the  amount 
of  blood  retained  in  the  tissue. 

The  following  observation  shows  this  : 

James  P — ,  ast.  37,  died  under  my  colleague,  Dr. 
Stone,  of  enteric  fever  and  pulmonary  congestion. 

Percentage  of  Mucin ,  Albumin,  and  Gelatin. 

Mucin.        Albumin.  Gelatin. 

Kidney  cortex   0-064  ...    4*34    ...  4-34 

medulla  0*64  ...    4'30    ...  6*19 

Lung,  diaphragmatic  edge  .    ...    0-42  ...    0*43    ...  8*42 

„     root   3*43 1  ...    1-95    ...  11-89 

Taking  the  two  analyses  together,  it  appears  that,  of 
those  examined,  the  organs  which  yield  the  largest  amount 
of  mucin  are  the  lungs  and  the  kidneys.  This  was  of 
course  to  be  expected  since  the  mucous  membrane  freely 
extends  into  both  of  them. 

1  This  large  figure  represents  the  combined  amount  of  mucin  and  chon- 
drin,  by  far  the  greater  proportion  being  chondrin. 
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Further  observations  will  determine  whether  or  not  the 
quantity  of  mucin  in  the  tissues  of  the  myxcedemic  patient 
is  in  excess.  Compared  with  the  analysis  in  the  other 
case,  the  total  amount  is  nearly  double,  and  so  far,  Dr. 
Ord's  idea  of  a  "  myxoedema "  is  borne  out.  But  it 
appears  to  me  that  the  question  of  an  increase  of  mucin 
sinks  into  insignificance  in  face  of  the  unmistakably 
great  increase  of  the  connective  or  fibrous  tissue,  and  to 
which  the  increase  of  mucin,  if  this  be  hereafter  demon- 
strated, may  be  regarded  as  secondary. 

The  morbid  condition  in  the  myxcedemic  case  was  asso- 
ciated with  a  general  increase  of  the  fibrous  tissue  at  the 
expense  of  the  parenchyma,  and  hence  the  integumental 
thickening  and  puffiness,  and  the  increased  hardness  and 
toughness  of  the  tissues.  Such  a  case  as  that  I  have 
described  might  be  appropriately  defined  as  one  of 
"general  fibrous  invasion"  producing  a  chronic,  cold 
debility. 

In  this  case,  one  lung  was  degenerate  and  useless, 
and  as  a  consequence,  the  vital  functions  were  pro- 
portionately reduced ;  the  temperature  was  low  and 
the  urea  reduced  to  half  the  normal  amount.  As  a 
secondary  effect,  the  parenchyma,  adapting  itself  to  the 
wants  of  the  system,  had  decreased,  and  its  place  was 
supplied  by  connective  tissue,  which  in  process  of  time  had 
become  dense  and  inactive. 

It  remains  to  be  considered  how  far  the  nervous  system 
is  involved  in  the  general  fibrous  degeneration.  In  the 
case  under  consideration  the  cerebro-spinal  system  was 
evidently  very  slightly  affected  ;  the  mechanism  of  thought, 
speech,  and  motion  were  more  or  less  impeded,  and  there 
was  a  slowness  of  each  proportionate  to  the  general 
debility ;  the  intellect,  however,  remained  unclouded,  and 
there  was  an  absence  of  paralytic  symptoms.  But  the 
sympathetic  system  is  in  many  of  these  cases  more  deeply 
involved.  Since  these  cases  have  come  under  my  notice 
I  have  always  referred  them  to  degeneration  of  the 
sympathetic   centres.      A    case   of    so-called    (C  simple 
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atrophic  sclerema/ '  but  really  one  of  fibrous  degeneration 
of  the  lungs  and  thoracic  sympathetic,  published  by  me 
in  vol.  lx  of  the  '  Transactions  '  of  the  Society,  is  conclu- 
sive on  this  point ;  and  the  present  case  is  as  strong  a 
corroboration  as  can  well  be  offered.  The  myxoedemic 
and  scleremic  conditions  in  these  patients  were  merely 
the  consequence  of  severe  internal  inflammation  experi- 
enced years  before  and  affecting,  inter  alia,  the  pleurae 
and  peritoneum  and  the  sympathetic  ganglia  adjacent  to 
these  membranes.  It  is  easy  to  trace  the  effect  of  this, 
viz.  a  loss  of  tone  in  the  blood-vessels  of  the  connected 
viscera  and  a  corresponding  diminution  of  functional 
activity.  The  blood-vessels  are  the  first  organs  to  be 
affected  by  fibrous  degeneration  ;  the  implication  of  the 
rest  follows  as  a  matter  of  course. 

In  the  two  cases  to  which  I  have  just  referred,  fibrous 
degeneration  of  the  lung  was  a  notable  factor  in  the 
disease,  but  it  is  of  course  conceivable  that  myxcedema 
(general  fibrous  invasion)  or  scleroderma  and  its  allies 
may  have  their  origin  in  inflammatory  or  other  changes 
exclusively  confined  to  the  sympathetic  ganglia. 

If  this  view  of  the  pathology  of  the  disease  be  correct, 
myxcedema  cannot  be  regarded  as  a  specific  disease,  but 
merely  as  a  variety  of  what  I  have  termed  "  a  chronic, 
cold  debility  "  dependent  on  depression  of  the  vital  func- 
tions and  frequently  associated  with  fibroid  degeneration 
of  the  lung,  a  condition  usually,  if  not  always,  traceable 
to  some  severe  antecedent  illness  attended  by  internal 
inflammation. 

I  am  able  to  present  to  the  notice  of  the  Society  to- 
night a  patient  of  the  male  sex,  who  may  be  regarded  as 
a  typical  example  of  myxcedema,  and  whose  history  and 
condition  are  strongly  corroborative  of  the  views  here 
advocated.    The  following  is  a  brief  outline  of  the  case : 

George  K — ,  get.  52,  a  seaman,  who  has  followed  his 
profession  until  a  few  years  ago.  He  is  still  a  well- 
developed  man,  5  feet  10^  inches  high,  weighing  14  stone, 
and  well  covered  with  fat ;  circumference  of  chest  37J 
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inches,  of  thighs  23§,  of  calves  17f.  The  ankles  and 
insteps  are  very  cedematous,  and  there  is  pitting  over  the 
tibiae  as  high  as  the  knee,  and  also  of  the  sides  of  the 
calves  on  making  hard  and  prolonged  pressure.  For  the 
last  month  the  face,  which  before  was  puffy,  has  been 
distinctly  cedematous  around  the  eyes,  and  the  integument 
over  the  upper  lids  hangs  down  as  semi-transparent  sacs. 
The  lips  are  hard  and  swollen,  so  as  to  impede  labiation, 
the  voice  is  gruff  and  monotonous,  and  the  speech  slow 
and  hesitating.  The  cheeks  are  rosy,  from  chronic  injec- 
tion of  the  small  vessels.  The  thyroid  gland  is  evidently 
absorbed.  The  skin  is  cold  and  dry,  and  the  extremities, 
especially  the  arms  and  hands,  are  quite  rough  with  epi- 
dermal scales  ;  the  hands  and  fingers  are  thick  and  clumsy 
and  the  nails  incurved,  those  of  the  forefingers  completely 
covering  the  end  of  the  pulp ;  the  hair  is  coarse  ;  the  urine 
is  normal  in  quantity,  always  free  from  albumin,  sp.  gr. 
1013—1020,  and  acid. 

He  has  been  in  the  hospital  under  my  care  for  the  last 
six  months,  and  his  condition  has  remained  unchanged, 
except  that  during  the  last  month  there  has  been  a  slight 
increase  of  oedema. 

He  complains  of  weakness  and  giddiness,  weakness  of 
memory,  dimness  of  vision,  and  dyspnoea  on  the  slightest 
exertion;  his  gait  is  slow  and  heavy.  The  pulse  is  70, 
but  very  small  and  weak ;  the  impulse  of  the  heart  is 
absent  and  the  sounds  scarcely  audible,  but  there  is 
absence  of  valvular  disease ;  the  expansion  of  the  chest  is 
very  imperfect,  there  is  a  little  dryish  crepitation  at  the 
bases  of  the  lungs  ;  over  the  right  upper  lobe  and  the  left 
upper  lobe  in  front  the  expiration  is  audible  and  prolonged. 
The  right  chest  is  dull  below  the  nipple  line  from  front  to 
back,  the  dulness  being  most  marked  at  the  side  where  it 
extends  an  inch  above  the  nipple  line  ;  in  every  part  of 
this  lung  the  breath  sounds  are  feeble,  and  there  is  marked 
increase  of  bronchophony  and  vocal  vibration ;  there 
is  neither  cough  nor  expectoration,  nor  any  history  of  pre- 
vious bronchitis.    His  appetite  is  very  moderate,  and  the 


THE   PATHOLOGY   OF  MYXCEDEMA. 


203 


digestion  is  weak ;  lie  is  frequently  troubled  with  nausea 
and  heartburn,  and  has  occasional  attacks  of  vomiting,  a 
condition  very  like  that  which  was  so  prominent  in  the 
case  of  scleroderma  above  referred  to  (see  p.  201).  The 
average  temperature  for  August  and  September  (forty-one 
observations)  was  97*4°. 

He  was  a  remarkably  strong  man  until  1854,  when  he 
had  measles  and  smallpox.  The  latter  illness  occurred  on 
board  ship  in  the  English  Channel ;  he  had  no  medical 
attention  and  was  ill  three  months.  Since  this  time  he 
has  not  been  strong,  and  subsequently  he  had  an  attack 
of  dysentery  lasting  six  months.  Five  years  ago  he  had 
erysipelas  of  the  head.  He  has  always  been  subject  to 
rheumatism  of  a  subacute  form,  aching  of  the  legs  and 
arms.  Two  of  his  brothers  have  died  of  chronic  heart 
and  lung  disease,  a  third  of  chronic  lung  disease,  and  a 
sister  of  "  fits/5 

The  patient  has  gradually  and  very  slowly  lapsed  into 
his  present  state.  He  is  not  confined  to  bed,  and  can  still 
walk  a  distance  of  a  mile,  but  breathlessness  is  easily 
provoked  by  very  moderate  exertion  of  any  kind. 

During  the  last  few  weeks  this  patient  has  experienced 
an  increase  of  the  oedema  of  the  legs,  and  the  swelling  of 
the  lids  almost  occludes  the  eyeballs.  He  has  lately  suf- 
fered an  attack  of  conjunctivitis  and  slight  iritis  of  both 
eyes.  It  was  doubtless  of  rheumatic  origin.  The  oedema 
of  the  legs  is  now  very  great.  This  patient  I  have  quite 
recently  discovered  was  under  Dr.  Stephen  Mackenzie's 
care  in  the  London  Hospital,  and  he  has  given  an  account 
of  him  in  the  last  volume  of  the '  Clinical  Society's  Trans- 
actions '  (vol.  xvi,  p.  260). 

I  have  thought  it  would  be  premature  to  examine  the 
few  cases  of  myxcedema  that  have  been  published  in  refer- 
ence to  the  views  set  forth  in  this  paper.  What  appears 
to  be  needed  at  the  present  time  is  a  full  and  complete 
history  of  the  cases  as  they  present  themselves  to  us,  and 
thus  we  shall  acquire  the  facts  necessary  for  generalisation. 

One  question  in  the  pathology  of  myxcedema  I  have  left 
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unconsidered.  It  is  the  relation  of  the  thyroid  gland  to 
the  disease.1  I  have  noted  the  atrophy  of  the  gland  in 
chronic  lung  disease,  especially  fibroid  degeneration,  and 
I  believe  that  a  depression  of  the  respiratory  function  will 
be  found  to  be  the  usual  associate  of  atrophy  of  the  thy- 
roid ;  the  activity  of  the  gland  being  associated  with 
increased  blood-supply  as  in  the  plethora  which  sometimes 
follows  the  natural  cessation  of  the  catamenia;  while  its 
atrophy  may  be  expected  when,  by  degeneration  of  one 
half  of  the  respiratory  surface,  the  blood  is  proportionately 
impoverished. 

1  See  Dr.  Stephen  Mackenzie's  paper,  "  On  the  Weight  of  the  Thyroid 
Body,"  at  the  end  of  the  volume. 
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During  the  smallpox  epidemic  of  1871  I  had  charge,  as 
resident  medical  officer,  of  a  temporary  smallpox  hospital 
opened  in  Shoreditch.  The  nursing  was  superintended 
by  sisters  of  St.  Saviour's  Priory,  Hackney  Road  (a  branch 
house  of  St.  Margaret's,  East  Grinstead),  and  thermo- 
metric  observations  were  taken  and  recorded  by  them. 
They  were  educated  ladies  who  understood  what  was 
required  and  did  it  conscientiously,  and  I  am  satisfied  of 
the  accuracy  of  their  temperature  records.  My  colleague, 
Dr.  Sutton,  who  acted  as  visiting  physician  to  the  hos- 
pital, permits  me  to  say  that  he  concurs  with  me  in  this. 

From  their  observations,  made  under  my  own  super- 
vision, I  have  constructed  the  average  or  "  composite  " 
charts  which  are  appended. 

The  first  one  is  based  on  thirty- one  cases,  all  of  which 
recovered.    In  none  of  them  was  there  any  evidence  of 
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vaccination,  and  in  each  of  them  the  course  and  characters 
of  the  disease  were  those  of  smallpox  unmodified  by  vacci- 
nation. In  each  case  the  temperature  was  throughout 
taken  three  times  daily,  morning,  afternoon,  and  evening. 
The  chart  has  been  made  by  adding  together  the  figures 
indicating  the  temperatures  in  the  different  cases  for  the 
same  day  of  the  disease  and  period  of  the  day,  and 
dividing  the  total  by  the  number  of  observations  forming 
it.  The  average  temperature  for  each  day  of  the  disease 
and  period  of  the  day  thus  obtained  has  been  set  down  on 
the  chart.  It  does  not  begin  till  the  third  day  of  the 
disease,  because  none  of  the  patients  were  admitted  before 
that  day ;  and  the  average  temperatures  for  the  early 
days  are  based  on  somewhat  fewer  cases  than  the  rest  of 
the  chart,  because  some  patients  were  not  admitted  till 
later  in  the  disease  than  others. 

So  far  as  I  can  find  no  similar  chart  has  been  constructed 
before.  The  text-books  illustrate  the  course  of  the  tem- 
perature by  specimen  charts  of  individual  cases.  But  in 
any  individual  case  the  temperature  must  be  modified  by 
circumstances  special  to  that  case.  In  an  average  chart 
such  as  this,  the  temperature  variations  due  to  the  peculi- 
arities of  any  individual  case  will  be  almost  entirely  neutra- 
lised by  the  larger  number  of  other  cases  in  which  those 
peculiar  modifying  causes  were  not  present.  Therefore  an 
average  or  "  composite  ?J  chart,  such  as  this,  displays  what 
may  be  called  the  typical  temperature  better  than  the  chart 
of  any  individual  case  can  do. 

Chart  II  is  intended  to  show  the  course  of  pyrexia  in 
smallpox  with  the  greatest  possible  clearness.  It  is 
simply  Chart  I  with  the  slighter  variations  entirely 
neglected  and  the  course  shown  in  a  diagrammatic  form. 

Chart  III  is  based  upon  thirteen  cases  in  which  the 
temperature  was  taken  every  two  hours  for  the  period  of 
twenty-four  consecutive  hours.  These  observations  have 
been  averaged  in  the  same  manner  as  those  forming  Chart 
I.  In  order  to  show  the  amount  of  variation  from  the 
average  dependent  simply  on  the  time  of  day,  as  distin* 
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guished  from  that  due  to  the  different  amount  of  pyrexia  in 
the  individual  cases,  the  temperatures  have  been  trans- 
posed, so  that  the  lowest  temperature  in  each  case  should 
stand  at  101°.  The  dotted  lines  show  the  maxima  of 
variation  above  and  below  the  average. 

Chart  IV  bears  the  same  relation  to  Chart  III  as  Chart 
II  to  Chart  I,  showing  the  diurnal  fluctuation  with  the 
greatest  possible  clearness. 


A  CASE  OP  GANGRENE  OF  THE  LUNG 


FOLLOWING 

NECROSIS  OF  THE  TEMPORAL  BONE  THE 
RESULT  OF  SCARLET  FEVER. 

TREATMENT  BY  DRAINAGE.  RECOVERY. 


BY 

W.  CAYLEY,  M.D., 

PHYSICIAN  TO,  AND  LECTURER  ON  MEDICINE  AT,  THE  MIDDLESEX  HOSPITAL 
PHYSICIAN  TO  THE  LONDON  PEVER  HOSPITAL,  ETC. ; 
AND 

A.  PEARCE  GOULD,  M.S., 

ASSISTANT  SURGEON  TO  THE  MIDDLESEX  HOSPITAL,  ETC. 


(Received  April  8th— Read  May  27th,  1884.) 


Eliza  W — ,  aet.  12,  was  admitted  into  the  Middlesex 
Hospital  under  the  care  of  Dr.  Cay  ley  on  January  18th, 
1884. 

Her  mother  stated  that  she  had  always  been  a  fairly 
healthy  child,  but  four  years  ago  had  had  an  attack  of 
scarlet  fever  and  was  for  three  months  in  the  London 
Fever  Hospital.  On  leaving  there  was  a  discharge  from 
the  left  ear  which  continued  for  two  years  and  then  ceased. 
She  appears  to  have  been  deaf  with  this  ear  since  the 
scarlet  fever. 

A  week  before  her  admission  into  the  Middlesex  Hos- 
pital she  was  attacked  by  very  severe  pain  in  and  behind 
the  left  ear  and  the  discharge  appeared  again.  A  swelling 
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now  formed  over  the  mastoid  process  and  she  became 
very  feverish  and  was  delirious  at  night.  There  was  no 
vomiting. 

State  on  admission. — Pulse  96,  resp.  26,  temp.  100°. 
Patient  is  a  pale,  rather  delicate-looking  little  girl  com- 
plaining of  great  pain  in  the  left  ear.  The  left  auditory 
meatus  is  blocked  by  granulations  and  exudes  foetid  pus  ; 
over  the  left  mastoid  prooess  is  a  tender  cedematous  fluc- 
tuating swelling,  and  on  this  side  she  cannot  hear  the 
ticking  of  a  watch. 

Pulmonary  signs  normal ;  there  is  a  faint  systolic  mur- 
mur at  the  cardiac  apex.  Abdominal  organs  appear  to 
be  normal,  urine  free  from  albumen. 

Chloroform  was  administered,  and  Mr.  G-ould  made  an 
incision  over  the  mastoid  process  and  let  out  about  two 
ounces  of  pus.  The  whole  mastoid  process,  together  with 
the  lower  part  of  the  squamous  bone  and  the  greater 
part  of  the  tympanic  ring,  was  found  to  be  denuded,  and 
there  was  a  free  communication  between  the  abscess  and 
the  external  meatus.  A  drainage-tube  was  passed  through 
this,  and  the  parts  were  irrigated  with  a  carbolic  lotion. 
The  evening  temp,  was  103°  (see  Plate  VII). 

January  19th. — Temp.  101°;  patient  slept  well  and  is 
free  from  pain,  but  is  very  irritable  and  cannot  bear  to 
have  the  ear  touched.  A  little  bloody  discharge  has 
issued  from  the  drainage-tube.  At  1  p.m.  she  had  a  severe 
rigor  lasting  ten  minutes,  after  which  the  temperature  rose 
to  104-6°. 

•  At  3  p.m.  she  was  again  chloroformed  and  Mr.  Gould 
trephined  the  mastoid  process  and  with  a  small  gouge 
removed  some  soft  friable  bone.  She  was  now  given  ten 
grains  of  quinine,  an  ice  bag  was  applied  to  the  head,  and 
at  night  a  draught  of  bromide  and  chloral  was  adminis- 
tered. The  next  day  the  patient  was  free  from  pain  and 
seemed  better. 

21st. — Temp.  97*8°,  pulse  72  ;  has  slept  well,  is  in  no 
pain,  no  discharge  from  the  wound.  At  2.45  p.m.  patient 
had  a  slight  rigor  lasting  five  minutes,  after  which  the 
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temperature  was  102*4°.  She  was  given  ten  grains  of 
quinine  ;  the  evening  temperature  was  98*6°. 

During  the  next  six  days  the  patient  seemed  to  be  pro- 
gressing favorably.  She  was  almost  free  from  fever,  had 
no  pain,  and  was  able  to  take  solid  food  ;  the  wound  looked 
healthy. 

On  Jan.  28th  she  became  worse,  she  vomited,  lost  her 
appetite  and  became  fretful  and  irritable.  There  was,  how- 
ever, no  return  of  pain  in  the  ear.  The  morning  temp, 
was  97*6°,  the  evening  104°.  She  now  felt  burning  hot 
and  perspired  profusely ;  her  pulse  was  150. 

29th. — Has  passed  a  restless  night.  To-day  she  is  de- 
pressed and  irritable.  The  temperature  varied  during  the 
day  from  97*8°  to  103*8° ;  there  was  no  pain  in  the  ear. 

30th. — At  2  a.m.  this  morning  the  temperature  rose  to 
105*8°;  ten  grains  of  quinine  were  administered,  and  at  10 
a.m.  the  temperature  was  96*4°.  Shortly  after  she  had  a 
severe  rigor  lasting  ten  minutes,  and  the  temperature  rose 
to  101*8°.  She  had  a  restless  night,  vomited  twice,  and  now 
complains  of  pain  on  the  left  side  of  the  chest.  Ear  is 
free  from  pain  ;  at  10  p.m.  the  temperature  rose  to  103*2° ; 
ten  grains  of  quinine  were  given. 

31st. — Was  very  restless  aud  thirsty  during  the  night 
and  complained  of  severe  pain  in  the  head.  This  morning 
feels  better.  At  10  a.m.  the  temperature  was  96*4°.  In  the 
evening  she  had  another  rigor,  and  the  temperature  rose 
to  103*2°  and  she  vomited. 

February  1st. — Is  free  from  pain,  but  seems  to  be  get- 
ting weaker. 

2nd. — Temperature  at  10  a.m.  104*2°.  Has  an  irritable 
cough  and  complains  of  pain  on  coughing  in  the  left  hy- 
pochondriac and  lumbar  regions,  and  here  there  is  a  good 
deal  of  tenderness.  The  breath  sounds  on  the  left  side 
are  normal ;  but  there  is  some  dulness  on  percussion  and 
feeble  breathing  at  the  right  base.  Ordered  ten  grains  of 
quinine  every  night,  cod-liver  oil,  and  two  ounces  of  port 
daily. 

3rd. — In  the  night  her  nose  bled ;  continues  to  cough. 
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4th. — Complains  of  pain  on  the  right  side,  and  fine 
friction  sounds  are  audible  in  the  axillary  and  mammary 
regions.  At  1  p.m.  the  pain  became  extremely  acute,  and  a 
subcutaneous  injection  of  morphia  was  administered. 

During  the  next  three  days  little  change  took  place  in 
her  symptoms,  but  she  continued  to  get  weaker  and  to 
lose  flesh.  Friction  sounds  continued  to  be  audible,  and  the 
dulness  at  the  right  base  became  more  pronounced  ;  moist 
rales  and  bronchophony  became  audible.  On  February 
7th  it  was  noticed  that  her  breath  was  offensive  and  she 
began  to  spit  up  small  quantities  of  offensive  pus.  Since 
the  regular  administration  of  quinine  at  night  the  tem- 
perature, as  seen  by  the  chart,  has  not  ranged  so  high. 

11th. — It  was  noticed  that  there  were  bubbling  rales 
on  coughing  over  the  right  base  ;  the  dulness  now  extended 
as  high  as  the  angle  of  the  scapula. 

On  Feb.  16th  she  had  to  be  placed  in  a  room  by  herself 
in  consequence  of  the  horrible  foetor  of  the  breath  and 
expectoration.  Patient  continued  to  lose  flesh  and 
strength  and  became  emaciated  to  an  extreme  degree. 
She  was  constantly  hawking  up  with  great  difficulty  small 
quantities  of  foetid  pus,  and  it  was  evident  she  must  soon 
succumb.  After  consultation  with  Dr.  Powell  I  determined 
to  have  an  opening  made  into  the  gangrenous  cavity  which 
we  believed  to  be  present  in  the  base  of  the  right  lung. 
The  physical  signs  were  now  absolute  dulness  on  percus- 
sion as  high  as  the  angle  of  the  scapula,  bronchial  breath- 
ing, and  coarse  almost  bubbling  crepitation  at  one  spot 
below  and  internal  to  the  angle  of  scapula. 

On  Feb.  23rd  chloroform  was  administered  and  Mr. 
Gould  introduced  an  aspirating  trocar  and  cannula  through 
the  eighth  right  interspace  about  an  inch  external  to  the 
angle  of  the  rib  in  a  direction  upwards  and  inwards.  On 
withdrawing  the  trocar  a  few  drops  of  foetid  pus  escaped, 
and  air  passed  in  and  out  with  the  respiratory  movements. 
A  large-sized  trocar  and  cannula  were  then  introduced 
close  to  and  parallel  with  the  first,  which  was  then  with- 
drawn, but  on  removing  the  trocar  no  pus  or  air  escaped, 


GANGRENE   OF  THE  LUNG. 


213 


showing  that  the  cavity  had  not  been  entered,  though  the 
two  trocars  were  close  together.  A  piece  of  drainage-tube 
was  then  introduced  through  the  cannula,  which  was  itself 
withdrawn  over  the  tube.  A  pad  of  boracic  lint  and 
oakum  was  placed  over  the  side.  In  the  evening  patient 
was  in  great  pain,  still  coughing  and  hawking  up  foetid 
pus  and  perspiring  profusely ;  pulse  136,  very  small  and 
feeble  \  temp.  99°  ;  given  a  subcutaneous  injection  of  mor- 
phia. 

24th. — Patient  has  passed  a  restless  night  and  vomited 
several  times.  This  morning  a  little  foetid  pus  escapes 
through  the  drainage-tube  and  air  passes  out  on  expira- 
tion. 

25th. — Cough  is  better.  She  has  ceased  to  expecto- 
rate. Dressings  soaked  with  foetid  pus,  and  a  dark  stringy 
plug  was  withdrawn  from  the  drainage-tube.  This  on 
microscopical  examination  was  found  to  contain  elastic 
fibres. 

26th. — General  condition  improving.  No  expectoration. 
Appetite  better.  Dressings  soaked  with  brownish,  offen- 
sive pus. 

27th. — Discharge  abundant ;  less  offensive.  No  expec- 
toration. General  condition  continues  to  improve.  Is  very 
hungry,  and  was  given  at  her  urgent  request  pork  chops 
and  mashed  potatoes.  Breath  much  less  offensive.  Bats 
heartily.    Discharge  also  less  offensive. 

Patient  now  continued  steadily  to  improve  and  rapidly 
regained  flesh. 

On  March  1st  Mr.  Gould  changed  the  tube  for  a 
shorter  one. 

3rd.— The  discharge  was  much  diminished  and  no 
longer  offensive ;  air  still  continued  to  pass  in  and  out. 
To-day  the  tube  was  removed.  There  is  still  a  discharge 
from  the  auditory  meatus  and  from  the  wound  over  the 
mastoid  process. 

6th. — Patient  able  to  get  up.     Appetite  voracious. 

8th. — Air  no  longer  escapes  through  the  opening. 
Discharge  scanty  and  sweet. 
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13th. — Opening  into  chest  is  quite  closed.  Wound 
covered  with  healthy  granulations  and  cicatrising  at 
edges. 

On  March  27th  she  was  sent  to  the  Eastbourne  Conva- 
lescent Hospital.  The  wound  had  nearly  healed.  There 
was  impaired  resonance  over  the  right  base  with  slight 
sinking  in  of  the  chest  wall ;  the  breath  sounds  were 
feeble  but  vesicular  in  character,  and  free  from  adventitious 
rales. 

She  was  seen  again  on  her  return  from  Eastbourne 
and  was  then  quite  well.    The  wound  had  entirely  healed. 

Remarks. — In  this  case  there  can  be  little  doubt  but 
that  the  gangrene  of  the  lung  was  the  result  of  a  pyaemic 
embolism,  as  the  general  signs  of  pyaemia,  repeated  rigors, 
fever  of  a  markedly  remittent  type,  and  prostration  were 
well  marked. 

The  mode  of  treatment  adopted  was  the  only  one  which 
afforded  the  slightest  hopes  of  saving  the  child,  as  she 
was  evidently  rapidly  sinking  from  the  effects  of  the  pent- 
up  gangrenous  matter  in  the  lung.  And  I  believe  that 
wherever  we  have  to  deal  with  a  condition  of  this  nature 
the  case  should  be  treated  according  to  the  well-estab- 
lished principles  of  surgery,  and  evacuation  effected. 

In  1879  I  brought  before  the  Clinical  Society  a  case  of 
gangrene  of  the  lung  which  was  treated  by  incision  and 
drainage,  and  though  here  the  patient  was  too  far  reduced 
to  allow  of  his  rallying,  nevertheless  the  most  marked 
relief  to  the  distressing  symptoms  was  obtained. 

Sometimes,  no  doubt,  a  circumscribed  gangrene  of  the 
lung  causes  but  little  constitutional  symptoms,  and  the 
patients  ultimately  expectorate  the  contents  of  the  gangre- 
nous cavity  and  recover.  But  wherever  the  condition 
produces  marked  hectic  or  septicaemia,  the  operation  should 
if  praticable  be  had  recourse  to. 

Where  the  pleura  is  adherent  and  the  lung  surrounding 
the  gangrenous  cavity  solidified  I  believe  there  is  no 
danger  attending  the  operation.  And  where  the  gangrene 
is  of  some  duration  this  condition  is  most  likely  to  be  met 
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with.  And  in  all  cases  an  exploratory  puncture  with  a 
fine  trocar  may  be  made  without  much  risk. 

If  there  are  no  pleural  adhesions  it  may  perhaps  be 
doubtful  whether  it  would  be  right  to  incur  the  risk  of 
converting  the  case  into  one  of  pyo-pneumothorax,  though 
I  believe  even  this  condition  would  afford  in  many  cases 
better  chances  of  recovery  than  one  of  gangrenous  septi- 
caemia. 
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There  are,  perhaps,  few  questions  in  the  practical  treat- 
ment of  pulmonary  disease  which  are  more  interesting  and 
more  responsible  than  those  which  concern  the  course 
proper  to  be  followed  in  certain  cases  of  basic  lung  cavities, 
from  the  walls  of  which  an  abundant  purulent  secretion 
continuously  exudes.  Doubtless  there  are  many  instances 
of  this  condition  in  which  the  state  or  age  of  the  patient, 
the  comparative  mildness  of  the  symptoms,  or  other  quali- 
fying circumstances,  place  it  beyond  question  that,  whatever 
treatment  may  be  adopted,  surgical  interference  is  abso- 
lutely unjustifiable.  But  there  are  others  in  which  very 
different  conditions  obtain,  and  dictate  the  measures  to 
be  followed.    For  when  the  discharge,  by  its  abundance 
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and  foetor,  harasses,  disgusts,  and  steadily  enfeebles  the 
patient,  destroying  his  appetite,  and  draining  blood  and 
tissues  of  essential  albuminoid  elements  ;  or  when  a  febrile 
condition  is  induced  with  hectic  symptoms  and  loss  of  flesh 
and  strength  ;  or,  again,  should  pyasmic  indications  appear, 
especially  metastatic  suppurations,  it  is  easy  to  discern  that  a 
limit  has  been  reached  beyond  which  abstention  from  surgical 
measures  for  the  evacuation  and  free  drainage  of  the  cavity 
— whatever  risks  maybe  involved — will  be  inevitably  fatal. 

There  is,  however,  a  third  class  of  cases  of  this  nature,  in 
which  the  physician's  interest  and  responsibility  reach  their 
climax — a  class  which,  in  its  clinical  aspects,  the  severity 
of  the  symptoms,  the  constitutional  proclivities  and  possi- 
bilities of  the  individual  patient,  and  the  bearing  of  other 
important  particulars,  lies  intermediate  between  those 
already  recited  in  which  the  operation  of  paracentesis  is 
either  forbidden  or  compelled. 

In  the  cases  of  this  intermediate  class,  the  prospects  of 
success  by  operative  measures  are  sufficiently  hopeful  to 
warrant  the  risks  incurred  by  the  operation.  This  being  so, 
it  is  certainly  an  inquiry  of  the  highest  importance  whether 
such  cases  can  be  differentiated  from  others,  and  by  what 
signs  they  may  be  distinguished  and  classified.  For,  it 
must  be  remembered,  that  while  there  are  certain  acknow- 
ledged risks  involved  in  the  puncture  of  the  lung  through 
the  chest  wall  for  the  evacuation  of  the  cavity,  fatal  results 
cannot  be  averted  by  inaction  when  continued  suppuration 
is  proceeding ;  and,  on  the  other  hand,  valuable  time  and 
chances  may  be  lost.  If,  therefore,  it  be  possible  to  deter- 
mine by  a  discussion  of  the  elements  of  diagnosis  and  pro- 
gnosis existing  in  this  form  of  disease,  and  a  comparison  of 
the  results  of  operations,  what  facts  and  principles  are  to 
guide  to  the  operation  of  paracentesis,  a  valuable  position 
in  practical  medicine  will  be  reached. 

With  this  view  I  venture  to  bring  before  the  Society  a 
case  of  basic  cavity  belonging,  I  conceive,  to  the  third  of 
the  classes  mentioned,  in  which  paracentesis  of  the  lung 
was  decided  upon.    It  is  that  of  a  patient  who  came  under 
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my  care  at  the  Hospital  for  Consumption,  Brompton,  in 
November  of  last  year,  with  a  series  of  cavities  in  the  lower 
part  of  the  right  lung.  The  operation  was  successfully 
performed  with  great  relief  to  his  symptoms,  but  he  died 
eventually  of  pysemia. 

J.  L — ,  a  resident  of  Kensington,  set.  32,  a  letter-carrier 
by  calling,  was  admitted  on  October  3rd,  1883,  into  Corry 
Ward,  under  the  care  of  Dr.  Eeginald  Thompson,  by  whose 
kindness  I  am  permitted  to  bring  the  case  forward,  and  to 
state  that  part  of  its  history  which  transpired  under  his 
observation.  The  family  history  was  rather  indefinitely 
given,  but  the  patient's  father  was  living  and  healthy,  as 
also  were  three  brothers  and  four  sisters.  His  mother  had 
died  of  "  bronchitis one  brother  had  died  as  an  infant 
from  some  unknown  cause. 

His  own  previous  history  was  unimportant.  He  had 
"  never  had  a  day's  illness  in  his  life and,  though  fol- 
lowing a  calling  which  exposed  him  to  all  weathers,  he  had 
not  suffered  from  coughs.  There  was  no  reason  to  suppose 
he  had  ever  been  intemperate,  nor  that  he  had  ever  con- 
tracted syphilis. 

His  illness  appeared  to  have  commenced  six  months 
before  admission.  He  "  caught  a  severe  cold"  and  was 
obliged  to  give  up  work,  but  had  not  been  confined  to  bed. 
A  troublesome  cough  had  come  on  and  grown  worse, 
attended  by  copious  expectoration,  and  the  sputa  had  been 
noticed  to  be  slightly  offensive.  He  had  suffered  from 
night- sweatings,  shortness  of  breath,  and  progressive  loss 
of  flesh.  A  month  after  his  illness  began  slight  hasmop- 
tysis  appeared,  and  for  a  fortnight  the  sputa  contained 
more  or  less  blood,  but  never  very  much.  He  had  grown 
gradually  worse,  and  eventually  sought  admission  to  the 
hospital. 

The  note  of  his  condition  made  at  the  first  examination 
describes  him  as  a  man  of  middle  height  and  spare  build, 
considerably  wasted,  of  a  waxy  pallid  complexion,  and  with 
a  dull  worn-out  expression.  His  breath  was  short,  cough 
troublesome,  and  expectoration  profuse  and  foetid;  the 
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tongue  was  thinly  furred,  appetite  lost,  and  he  felt  too  weak 
to  care  to  leave  his  bed.  The  bowels  acted  regularly,  and  he 
had  never  suffered  from  diarrhoea  ;  the  urine  was  normal  in 
every  way. 

He  had  no  physical  signs  except  those  found  in  the 
thorax.  The  chest  was  narrow,  but  fairly  well  formed. 
The  left  lung  was  free  from  any  morbid  indications,  and 
its  breath-sounds  were  rather  exaggerated.  The  condition 
of  the  right  lung  is  thus  described  in  a  brief  note  made 

v 

Fig.  1. 


by  Dr.  Thompson  : — "  Bulging  in  scapular  region  and 
below.  Absence  of  fremitus  and  total  absence  of  breath- 
sounds;  marked  dulness  of  percussion  (over  that  area). 
Dilated  lung  in  front.  Heart's  apex  outside  nipple-line  " 
(see  Fig.  1). 

"With  this  history,  and  these  physical  signs,  the  case  was 
regarded  as  that  of  an  abscess  situated  near  the  posterior 
base  of  the  lung,  and  accompanied  by  a  slight  effusion  into 
the  adjacent  pleura.  In  the  formation  of  this  diagnosis 
great  stress  was  naturally  laid  upon  two  points :  (1)  The 
total  absence  of  breath- sounds  from  the  affected  base  ;  and 
(2)  the  displacement  of  the  cardiac  apex,  which  was  felt 
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distinctly,  though  feebly,  at  a  spot  a  little  to  the  left  of  the 
nipple-line.  The  concurrence  of  these  signs  was  regarded 
as  evidence  of  an  accumulation  of  fluid  either  in  the  pleural 
sac,  or  in  the  lung  itself;  and  in  order  to  clear  up  the 
point,  a  fine  needle  connected  with  an  ordinary  hypodermic 
syringe  was  introduced  at  the  mid-axillary  line  in  the  sixth 
space,  but  with  a  negative  result.  A  week  later  another 
exploration  was  made,  with  a  somewhat  larger  needle,  in 
the  ninth  space  below  the  angle  of  the  scapula.  A  drachm 
of  pure  blood  was  withdrawn  but  no  pus,  and  a  little  air 
bubbled  out  through  the  needle,  a  little  hemoptysis 
occurring  at  the  same  time.  It  was  concluded  that  there 
was  no  fluid  in  the  pleura,  that  the  lung  was  probably 
adherent  to  the  parietes  of  the  thorax,  and  that  the  needle 
had  passed  into  the  lung  itself. 

As  the  patient  had  slightly  improved  since  his  admission, 
his  cough  being  rather  better  and  expectoration  less,  it  was 
decided  to  give  him  the  full  benefit  of  medicinal  means 
before  resorting  to  operative  measures.  He  was  accordingly 
directed  to  use  an  inhalation  of  iodoform  through  a  respi- 
rator, and,  a  little  later,  he  was  placed  on  three  grains  of  the 
Pil.  Picis  every  six  hours.  The  note  made  of  his  chest  on 
the  10th  October  is :  "  There  is  complete  dulness  behind 
on  the  right  side,  with  absence  of  respiratory  murmur  below 
the  sixth  rib ;  above  that  the  respiratory  murmur  is  weak. 
General  surface  friction  audible  in  dorsal  region.  In  front, 
chest  is  hyper-resonant."  This  absence  of  respiratory  sounds 
over  the  posterior  dull  area  is  remarkable  in  the  light  of 
what  follows. 

A  week  later  (17th  October)  his  general  condition  had 
not  altered  much,  but  the  temperature  had  risen,  ranging 
from  101°  to  102°.  He  was  bringing  up  much  expectora- 
tion, but  it  was  less  foetid.  The  physical  signs  were,  how- 
ever, materially  changed,  for  over  the  dull  posterior  area 
there  was  now  audible  marked  cavernous  respiration,  with 
bronchophony  and  pectoriloquy;  and  after  cough  small 
crackling  crepitation  within  the  same  limits.  A  week  later 
these  signs  were  unaltered. 
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On  the  15th  November  the  charge  of  the  case  devolved 
upon  me  in  Dr.  Thompson's  absence ;  and  upon  making  an 
examination  I  found  the  chest  in  the  condition  just 
described,  with  the  addition  of  a  loud  friction-sound  over 
the  right  axilla,  where  much  pain  was  felt  at  the  time.  I 
was  particularly  struck  by  the  following  points  : 

1 .  That  the  left  lung  was  perfectly  free  from  morbid  signs. 

2.  That  the  cardiac  displacement  persisted,  the  apex 
beating  very  distinctly  about  an  inch  outside  its  normal  site, 
and  the  superficial  cardiac  dulness  extending  to  the  same 
point. 

3.  That  there  was  no  evidence  of  disease  at  the  apex  of 
the  right  lung,  the  breath-sounds  though  weak  being  normal, 
the  percussion  note  unaltered,  and  no  rales  audible. 

4.  That  over  the  dull  posterior  area  where  loud  cavernous 
breathing  was  still  heard,  the  rales  had  disappeared. 

On  the  5th  December  another  exploration  was  made  with 
a  rather  larger  aspirating  needle  than  that  previously  used, 
the  puncture  being  made  in  the  eighth  space  below  the 
angle  of  the  scapula,  but  no  fluid  was  obtained.  The 
needle  passed  deeply  inwards  and  seemed  to  penetrate  a 
solid  resisting  mass,  suggesting  as  before,  adhesion  of  the 
pleural  layers  with  fibroid  changes  in  the  subjacent  lung. 

Up  to  December  21st  the  patient  had  made  no  progress, 
and  was  still  bringing  up  daily  a  pint  of  diffluent,  purulent, 
and  somewhat  offensive  expectoration.  Microscopic  exami- 
nations yielded  no  trace  of  tubercle-bacilli ;  and  it  may  here 
be  remarked  that  although  the  sputa  were  many  times  exa- 
mined by  Dr.  Kidd,  pathologist  to  the  hospital,  Mr.  Downes* 
the  clinical  assistant  in  charge  of  the  case  (to  whom  I  am 
indebted  for  much  valuable  help),  and  myself,  no  tubercle- 
bacilli  were  ever  found.  The  temperature  continued  to 
range  high,  the  patient  sweated  a  good  deal,  and  was 
evidently  slowly  losing  ground.  The  physical  signs 
remained  as  last  described,  except  that  the  axillary  area  of 
friction  was  now  completely  dull  to  percussion,  and  the 
breath-sounds  over  it  partook  of  the  same  cavernous 
character  as  those  audible  behind.    Dr.  Douglas  Powell 
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and  Dr.  Kidd  now  saw  the  case  in  consultation,  and  careful 
exploratory  punctures  were  again  made  over  the  areas  of 
more  intense  cavernous  respiration  in  the  mid-axilla  and 
close  to  the  right  nipple,  but  no  fluid  was  withdrawn.  As 
the  evidence  pointed  so  strongly  to  the  cavity  which 
yielded  the  copious  sputa  being  within  the  lung  base,  and 
the  condition  of  the  patient  indicated  the  necessity  of 
operative  relief,  it  was  resolved  to  open  the  chest-wall 
posteriorly,  and  to  endeavour  to  reach  and  freely  drain  the 
cavity  through  the  wound. 

Operation  by  Mr.  Marshall. — On  December  23rd  the 
patient  was  placed  under  ether,  and  turned  on  his  left  side 
as  far  as  could  be  done  without  embarrassment  to  his 
breathing.  The  posterior  dull  area  yielding  the  cavernous 
breath-sounds  and  pectoriloquy,  having  been  most  carefully 
marked  out,  it  was  decided  to  open  the  thorax  at  the  centre 
of  that  space.  This  point  corresponded  to  the  tenth 
intercostal  space  just  anterior  to  a  perpendicular  let  fall 
from  the  angle  of  the  scapula  (see  Fig  3)  ;  and  there  Mr. 

Physical  signs  at  date  of  operation. 
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Fig.  2. — a.  Weak  breath-sounds  ;  no  rales,  b.  Cavernous  breath-sounds  ; 
pectoriloquy,    c.  Hyper-resonance  ;  loud  breath -sounds. 

Fig.  3. — a.  Increased  vocal  fremitus,  cavernous  breathing  and  pectoriloquy, 
gurgling,  and  crepitant  rales,    b.  Operation  incision. 
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Marshall  made  a  horizontal  incision,  two  inches  in  length, 
along  the  centre  of  the  intercostal  space,  cautiously 
deepening  it  until  the  pleura  was  recognised.  It  was 
then  found  that  the  costal  and  visceral  layers  were  firmly 
adherent,  as  had  been  anticipated ;  and  after  they  had  been 
incised  the  lung-tissue  was  laid  open  by  a  shallow  nick  or 
two  of  the  knife,  to  save  bleeding,  and  a  trocar  with  which  a 
director  was  combined  (an  instrument  specially  designed  for 
such  operations  by  Dr.  Hicks,  late  resident  medical  officer 
to  the  hospital)  was  pushed  into  the  lung  to  the  depth  of 
two  inches.  Dark  blood  flowed,  but  no  pus.  A  pair  of 
long-pointed  dressing-forceps  was  passed  along  the  groove 
of  the  director,  expanded,  and  withdrawn,  but  no  evidence 
appeared  of  the  cavity  having  been  reached.  The  trocar 
was  then  pressed  onwards  about  two  inches  deeper,  and 
seemed  to  enter  a  cavity  for,  though  no  pus  flowed,  air 
began  to  be  freely  passed  out  at  the  wound  in  short, 
gasping  puffs,  and  was  observed  to  be  distinctly  foetid.  A 
long  probe  was  introduced  along  the  director,  and  it  could 
be  distinctly  felt  that  a  cavity  had  been  entered,  apparently 
of  no  great  size,  but  with  an  opening  at  its  upper  extremity, 
along  which  the  probe  passed  with  the  greatest  ease  a 
considerable  distance  towards  the  root  of  the  lung.  This 
was  clearly  a  bronchus  opening  into  the  cavity,  and  it  was 
hoped  that  the  object  of  the  operation  had  been  successfully 
accomplished.  A  strip  of  gauze  moistened  with  carbolic  oil 
was  packed  into  the  cavity,  and  a  gauze  dressing  applied. 
As  the  patient  had  spat  blood  during  the  operation,  he  was 
placed  on  a  draught  containing  the  tincture  of  digitalis 
with  sulphuric  acid,  and  only  cold  fluid  food  administered. 
No  further  loss  of  blood  occurred. 

On  the  following  afternoon  the  plug  of  gauze  was  with- 
drawn from  the  cavity  in  the  lung,  and  an  india-rubber 
drainage-tube  of  about  half  an  inch  in  diameter  introduced. 
No  haemorrhage  occurred.  The  tube  was  easily  kept  in 
place  by  the  pressure  of  a  gauze  dressing  applied  over  it, 
and  it  was  soon  found  that  the  wound  was  draining  very 
freely  indeed;  the  fluid  passed  out,  being  thin,  purulent, 
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offensive,  and  only  slightly  blood-stained.  So  profusely  did 
the  drainage  continue  that  it  became  necessary  to  renew 
the  dressings  every  few  hours,  oakum  being  used  with  the 
gauze  to  obviate  the  fcetor.  The  expectoration  all  but 
ceased,  and  the  patient  professed  himself  much  relieved. 
Physical  examination  revealed  no  notable  change  in  tho 
signs  :  the  position  of  the  cardiac  apex-beat  was  unaffected 
by  the  operation. 

For  the  next  four  days  the  cavity  in  the  lung  was 
cautiously  washed  out  with  Condy's  fluid  and  water,  but  as 
this  always  caused  a  severe  fit  of  coughing,  and  the  wound 
was  draining  very  freely,  it  was  discontinued.  The  whole 
of  the  symptoms  rapidly  improved.  The  temperature  fell 
to  nearly  a  normal  range,  appetite  returned,  the  cough  was 
much  moderated,  and  the  expectoration  was  greatly  dimi- 
nished in  quantity. 

On  the  23rd  of  January  the  patient  was  found  in  the 
morning  much  altered  for  the  worse.  He  had  lapsed  into 
a  drowsy  incoherent  state,  and  about  11  a.m.  was  suddenly 
seized  with  a  convulsive  attack.  He  became  livid,  breathed 
very  hurriedly,  coughed  continuously  and  distressingly, 
seemed  unable  to  expectorate,  and  presently  passed  into  a 
comatose  condition.  On  examining  his  chest  loud  rhonchus 
was  heard  over  the  sound  lung,  and  it  was  feared  that  a 
quantity  of  secretion  might  have  found  its  way  thither  and 
occasioned  these  apparently  asphyxial  symptoms.  This 
supposition  was  strengthened  by  the  fact  that  the  drainage- 
tube  was  found  to  have  become  displaced,  and  the  drainage 
stopped.  The  tube  was  immediately  reinstated  and  the 
symptoms  then  subsided.  An  hour  later  a  fresh  paroxysm 
occurred  of  the  same  kind  as  the  former,  but  this  passed  off 
in  a  short  time  and  the  patient  had  a  good  night.  For  the 
next  eight  days  the  case  presented  no  striking  change,  but 
no  improvement  was  observed.  Severe  headache  then  set 
in,  and  in  twenty-four  hours  the  patient  fell  into  a  coma- 
tose condition,  cough  and  expectoration  ceased,  and  he 
gradually  sank  and  died  forty- eight  hours  later.  The 
cavity  drained  freely  to  the  last,  the  wound  looked  healthy, 
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but  it  was  noticed  that  the  upper  surface  of  the  rib  below 
the  incision  had  become  denuded  of  its  periosteum  for  the 
whole  length  of  the  wound. 

The  post-mortem  examination  was  made  twenty-four  hours 
after  death  by  Dr.  Percy  Kidd,  pathologist  to  the  hospital, 
and  the  following  particulars  are  compiled  from  his  notes. 
A  layer  of  pus  was  found  at  the  base  of  the  brain.  There 
was  a  little  pus  in  the  lateral  ventricles,  and  their  walls 
were  greatly  softened  and  discoloured.  In  the  left  tem- 
poro-sphenoidal  lobe  an  abscess  as  large  as  an  egg-plum 
was  discovered,  communicating  with  the  posterior  horn  of 
the  adjacent  ventricle ;  and  in  the  frontal  lobe  of  the  same 
side  there  was  an  abscess  about  as  large  as  a  filbert.  No 
miliary  tubercles  were  seen  anywhere.  On  opening  the 
chest,  the  right  lung  was  found  universally  adherent  except 
at  the  right  upper  sternal  border,  the  adhesions  being  very 
firm,  and  at  the  posterior  and  lateral  borders  of  carti- 
laginous hardness.  The  margin  was  firmly  adherent  to  the 
pericardium.  The  lung  was  much  contracted,  and  the  over- 
lying pleura  enormously  thickened  and  of  a  fleshy  consis- 
tency, the  thickening  being  marked  even  in  those  processes 
which  dipped  down  between  the  lobes.  The  lung  contained 
a  number  of  multilocular  cavities  of  different  sizes,  one  or 
two  as  large  as  a  pigeon's  egg,  in  both  upper  and  lower 
lobes,  which  had  thin  but  distinct  walls  of  a  dirty-reddish 
colour  and  were  uninterruptedly  continuous  with  dilated 
bronchial  tubes.  These  cavities  contained  whitish,  mortary, 
exceedingly  foetid  matter,  which  was  not  adherent  to  the 
walls,  and  could  be  scooped  out  without  any  difficulty.  No 
true  caseation  was  observed  anywhere,  nor  any  miliary 
tubercles.  The  external  wound  corresponded  to  a  spot 
about  two  inches  below  the  bifurcation  of  the  trachea,  and 
communicated  with  one  of  the  largest  of  the  cavities.  The 
left  lung  was  cedematous  and  rather  congested,  its  bronchi 
reddened  throughout  and  filled  with  frothy  secretion.  It 
had  a  few  pleuro-pericardial  adhesions.  There  were  no 
other  traces  of  disease ;  the  other  organs  were  healthy. 

Remarks. — It  will  be  seen  from  the  post-mortem  report 
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that  the  case  proved  to  be  one  of  saccular  bronchiectasis 
limited  to  one  lung,  although  it  wore  a  different  clinical 
aspect,  especially  in  the  earlier  part  of  its  history.  It  is,  of 
course,  admitted  that  the  diagnosis  of  bronchial  dilatation 
was  possible  from  the  first,  but  in  several  respects  the  signs 
varied  from  those  usually  characteristic  of  that  affection, 
and  pointed  to  the  possibility  of  suppuration  in  the  lung 
itself,  or  in  some  part  of  the  pleural  sac,  with  a  discharge 
of  the  pus  through  the  bronchi.  The  diagnosis  may  be 
briefly  passed  under  review  in  connection  with  the  three 
following  points  : 

1.  The  absence  of  any  history  of  pulmonary  disease  prior 
to  the  fatal  illness. 

2.  The  altered  position  of  the  cardiac  apex  beat. 

3.  The  total  absence  of  vocal  fremitus,  breath-sounds, 
and  rales,  from  the  dull  posterior  base  of  the  chest,  which 
was  found  on  the  patient's  admission  to  the  hospital,  per- 
sisted for  a  fortnight  longer,  and  then  gave  place  to  noisy 
cavernous  respiration  with  pectoriloquy  and  fine  crepitation, 
in  a  word,  to  signs  signifying  excavation  of  the  affected  area. 

These  points  will  be  discussed  in  succession  : 
1.  Considering  the  extent  of  disease  found  in  the  lung, 
the  number  of  the  cavities,  and  size  of  some  of  them,  it  is 
difficult  to  resist  the  conviction  that  these  morbid  changes 
must  have  occupied  a  much  longer  time  than  the  six  months' 
history  given  by  the  patient  on  his  admission.  It  will  be 
remembered  that  he  stated  he  had  never  suffered  from  any 
pulmonary  symptoms  before  his  illness  commenced ;  and 
therefore,  unless  this  account  of  himself  be  totally  dis- 
regarded, chronic  pulmonary  catarrh  must  be  shut  out  of 
the  category  of  causes  which  led  to  the  fibrotic  changes  in 
the  lung.  Neither  does  the  history  present  any  other  indi- 
cation suggesting  slowly  progressive  disease.  It  suggests 
rather  a  recent  and  acute  origin ;  and  this  point  was  con- 
sidered of  importance  in  the  formation  of  the  original  dia- 
gnosis of  suppuration  within  the  lung.  But  upon  a  review 
of  the  whole  case  it  appears  most  likely  that  chronic  pneu- 
monia, originating  from  causes  that  are  not  obvious  and  at 
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a  date  anterior  to  the  supervention  of  the  symptoms  that 
drove  the  patient  to  seek  medical  relief,  must  be  regarded 
as  the  true  explanation  of  the  origin  of  the  disease. 

2.  Doubtless  in  all  cases  of  fluid  accumulations  in  the 
pleura,  displacement  of  the  cardiac  apex  is  one  of  the  most 
important  diagnostic  signs.  Again,  when  the  right  lung  is 
the  subject  of  chronic  fibrosis,  it  is  certain  that,  sooner  or 
later  the  resulting  contraction  will  draw  over  the  heart  and 
transfer  its  apex-impulse  to  some  point  at  the  right  of  its 
normal  site.  In  this  case  the  signs  were  apparently  con- 
tradictory of  the  facts  :  there  was  no  effusion,  and  there  was 
advanced  fibrotic  contraction  of  the  right  lung,  and  yet  the 
cardiac  apex  beat  in  the  fifth  intercostal  space  at  a  spot  a 
little  external  to  the  nipple  line.1  The  explanation  is  diffi- 
cult, and  can  only  be  hypothetically  attempted.  It  may 
be  supposed,  and  is  not  improbable,  that  in  the  early 
stage  of  the  disease  an  effusion  took  place  into  the  right 
pleura,  displacing  the  heart  leftwards,  and  originating  the 
pleural  and  pleuro-pericardial  adhesions  that  were  found. 
Can  any  force  have  been  in  action  capable  of  retaining  the 
heart  in  its  dislocated  position  after  the  subsidence  of  the 
effusion  ?  If  the  dynamics  which  normally  control  the 
relative  positions  of  the  intrathoracic  organs  be  considered^ 
it  will  be  seen  that  some  explanation  is  possible. 

It  has  been  pointed  out  and  experimentally  demon- 
strated by  Dr.  Douglas  Powell,  that  ffthe  moment  equi- 
librium between  the  two  lungs  is  destroyed  by  the  relaxa- 
tion of  the  elasticity  of  one  of  them,  it  is  restored  by 
the  partial  contraction  of  the  opposite  lung,  and  the  shifting 
with  it  of  the  mediastinum  and  heart."2  This  condition  is 
produced  whenever  an  effusion  takes  place  into  one  pleural 
sac;  the  elastic  tension  of  the  opposite  lung  gains  an 
advantage  proportionate  to  the  relaxation  of  its  fellow,  and 
this  traction  draws  over  the  heart  to  the  sound  side.  Sup- 
posing then  that  an  effusion  occurred  in  the  case  under 
review,  and  that  the  absorption  of  the  fluid  was  followed  by 

1  The  left  lung  was  normal  and  there  was  no  cardiac  enlargement. 

2  '  On  Consumption,  and  some  Diseases  of  the  Lungs  and  Pleura,'  p.  283. 
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pleural  adhesions  and  rapidly  progressing  fibrotic  changes, 
tending  to  impair  the  normal  elastic  tension  of  the  right 
lung,  the  traction  of  the  left  lung  would  continue  acting, 
and  retain  the  cardiac  apex  in  its  position  of  leftwards  dis- 
placement. This  explanation  may  not  be  correct,  and  is  at 
best  hypothetical;  but  as  the  importance  of  cardiac  dis- 
placement as  a  physical  sign  cannot  be  overrated,  anything 
tending  to  throw  light  upon  the  question  is  of  interest. 

3.  The  total  absence  of  respiratory  sounds  and  vocal 
fremitus  over  the  posterior  dull  area,  which  existed  during 
the  first  fortnight  that  the  case  was  under  observation  in 
the  hospital,  is  somewhat  remarkable  when  the  fact  of  the 
number  and  size  of  the  cavities  in  the  lung  and  their  free 
communication  with  the  bronchi  is  considered ;  and  espe- 
cially in  comparison  with  the  intense  cavernous  sounds  heard 
later  on.  It  can  only  be  explained  on  the  supposition  that 
the  cavities  were  at  first  loaded  with  the  purif orm  secretions, 
and  that  afterwards  the  pent-up  discharge  found  a  freer 
vent. 

In  raising  the  question  of  the  advisability  of  attempting 
paracentesis  of  basic  lung  cavities,  as  illustrated  by  this 
case,  the  first  point  to  be  considered  is  the  possibility  of 
estimating  justly  the  risks  of  operation.  Were  the  cerebral 
abscesses  (obviously  pyasroic  in  their  nature)  due  to  septio 
absorption  in  the  operation-wound,  or  at  some  other  part 
of  the  pulmonary  tissue  ?  Now,  the  pus  that  flowed  from 
the  wound  was  thin  and  but  very  slightly  foetid,  while  the 
retained  contents  of  the  sacculations  of  the  bronchi  were 
horribly  offensive.  Moreover,  it  is  clear  that  the  foetid 
sputa  drained  backwards,  so  to  speak,  down  the  bronchi  of 
the  sound  lung,  as  was  evidenced  by  the  congested  and 
irritated  condition  of  the  mucous  membranes  lining  those 
tubes;  and  if  so,  there  must  have  been  a  continual 
possibility  of  infective  absorption  taking  place  there.  A 
parallel  case  has  been  placed  on  record  by  Dr.  C.  Theodore 
Williams,  in  vol.  vi  of  the  '  Proceedings  of  the  Medical 
Society,'  in  which  a  patient,  suffering  from  bronchiectasis 
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with  profuse  foetid  secretion,  was  subjected  to  paracentesis 
of  the  lung  with  great  relief  to  all  the  symptoms,  but 
nineteen  days  later  he  became  comatose  and  died  soon  after 
with  an  abscess  in  his  cerebrum.  In  this  case,  also,  it  might 
be  held  that  the  wound  was  the  seat  of  the  septic  absorp- 
tion, but  this  is  by  no  means  certain.  An  instructive  case 
has  recently  been  observed  at  the  Brompton  Hospital,  in 
which  a  patient  suffering  from  bronchiectasis  in  the  upper 
lobe  of  the  right  lung,  suddenly  developed  cerebral  sym- 
ptoms and  sank.  The  autopsy  revealed  an  abscess  in  the 
left  hemisphere  of  the  brain.  Here,  at  least,  there  was  no 
question  of  septic  absorption  from  a  wound ;  and  in  the 
others  it  is  quite  possible  that  the  absorption  took  place, 
as  in  this  case,  at  some  point  of  the  pulmonary  tissue. 

The  danger  of  absorption  of  the  retained  secretions  in 
such  cases  is  doubtless  great,  especially  by  regurgitation 
into  the  sound  lung ;  and  it  is  a  grave  question  whether 
the  operation  of  paracentesis  ought  not  on  this  account  to 
be  more  frequently  performed  than  it  is.  Abscesses  of  the 
lung,  pneumonic,  embolic,  or  pyaemia,  and  the  pus-secreting 
cavities  of  bronchiectasis  in  which  the  puriform  secretions 
are  always  more  or  less  retained,  must  rank  under  the 
general  rule  that,  in  whatever  part  of  the  body  decomposing 
matter  is  confined,  and  when  its  presence  is  evidenced  by 
constitutional  disturbance,  and  a  standing  risk  to  life 
involved  by  its  retention,  it  must,  if  at  all  practicable,  be 
found  and  evacuated.  Probably  a  larger  experience  of  such 
operations  would  prove  that  their  risks  were  comparatively 
small  and  their  benefits  great. 

It  is  suggested  that  a  concurrence  of  the  following 
conditions  should,  ordinarily,  determine  surgical  inter- 
ference, although,  no  doubt,  there  will  occasionally  be  cases 
in  which  operative  treatment  would  be  justifiable  even  under 
other  conditions  : 

1.  The  diagnosis  of  the  case  being  distinct,  so  that  the 
physician  is  assured  that  he  is  dealing  with  a  case  of 
abscess,  or  a  suppurating  cavity,  apart  from  "phthisis. 
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2.  The  patient's  general  state  being  such  as  not  to  forbid 
the  operation. 

3.  The  pleura  being  adherent  over  the  site  selected  for 
paracentesis.  If  it  can  be  known  that  such  is  the  case,  this 
would  be  a  distinct  encouragement  to  the  performance  of 
the  operation ;  but  the  contrary  ought  not  to  be  allowed 
to  be  a  prohibition.  In  such  a  case  it  would  probably  be 
better  to  prelude  the  paracentesis  by  incising  the  chest- 
wall  and  stitching  the  lung  to  the  wound,  so  as  to  induce 
inflammatory  adhesion,  and  to  defer  the  puncture  of  the  lung 
until  such  union  was  complete,  than  to  resign  the  operation 
altogether  on  the  ground  of  the  non-adhesion  of  the  pleural 
layers.  The  dangers  of  pneumothorax  are  practically  not 
so  great  as  to  be  prohibitory.  The  incision  of  the  pleura 
in  such  cases  ought  to  be  done  under  strict  antiseptic 
precautions. 

The  literature  of  this  subject  (apart  from  the  question  of 
empyema,  irregular  cases  of  which,  where  the  pus  has 
been  discharged  through  the  lung,  may  have  closely  simu- 
lated pulmonary  suppurations)  is  meagre.  Dr.  Douglas 
Powell  and  Mr.  Lyell,  in  an  exhaustive  paper  on  this  sub- 
ject printed  in  vol.  lxiii  of  the  '  Transactions '  of  this 
Society,  have  pointed  out  several  reports  of  cases  extant  prior 
to  that  date.  The  case  described  by  Dr.  C.  T.  Williams, 
already  cited,  is  of  especial  interest,  from  its  similarity 
to  that  which  forms  the  subject  of  this  paper.  Eeference 
may  also  be  made  to  a  singular  case,  and  one  of  unusual 
importance,  of  "  gangrene  of  the  lung  treated  by  incision  and 
drainage  "  recently  reported  in  the  '  Transactions  ?  of  the 
Northumberland  and  Durham  Medical  Society  for  1883,  by 
Dr.  Drinkwater,  of  Sunderland,  in  which  he  opened  a  gan- 
grenous abscess  supposed  to  be  of  embolic  origin,  which 
formed  at  the  apex  of  the  lung,  the  pus  burrowing  and  point- 
ing under  the  pectoral  muscles.  At  the  bottom  of  the  wound 
an  opening  could  be  felt  in  the  subjacent  intercostal  space, 
and  this  was  enlarged,  when  the  lung  underneath  was  found 
pulpy  and  partially  solidified.  The  pleura  was  adherent. 
A  piece  of  the  third  rib  having  been  excised,  the  abscess 


232 


TREATMENT  OF  BASIC  CAVITIES  OF  THE  LUNG. 


cavity  in  the  lung  was  reached  and  cleared  out.  The  patient 
rapidly  and  completely  recovered.  Although  this  case  was 
not  one  of  basic  cavity,  nor  treated  by  paracentesis  in  the 
way  suggested  by  this  paper,  it  is  very  pertinent  to  the 
present  inquiry,  because  it  enforces  the  principle  here 
urged,  namely,  that  suppurating  pulmonary  cavities  (apart 
from  phthisis)  should  be  opened  and  drained  under  the 
conditions  specified,  with  as  little  hesitation  and  as  good 
hopes  of  success  as  collections  of  pus  in  other  viscera. 


THREE  FORMS  OF  SPINAL  DEFORMITY. 


B¥ 

W.  AEBUTHNOT  LANE,  M.S.,  F.E.O.S., 

DEMONSTEATOE  OF  ANATOMY  TO  GTJY'3  HOSPITAL,  AND  ASSISTANT  SFEGEON 
TO  THE  HOSPITAL  FOE  SICK  CHILDEEN,  GBEAT  OSMOND  STEEET. 


(Received  February  13th,  1884.— Read  June  6lh,  1884.) 


Looking  through  works  of  surgeons  who  have  paid 
special  attention  to  the  subject  of  spinal  curvature,  I  find 
in  them  no  definite  reference  to  the  forms  of  spinal  defor- 
mity produced  by  the  occupation  of  the  individual. 

In  a  vague  way,  cases  of  curvature  commencing  in  the 
dorsal  region  and  followed  by  compensatory  curves  are 
referred  to,  as  a  form  of  ordinary  lateral  curvature,  but  no 
pathological  information  is  given.  I  may  quote  the  most 
recent  English  work  (f  On  Curvatures  and  Disease  of  the 
Spine  ')  by  Brodhurst,  In  it  he  writes,  "  Again,  other 
causes  of  spinal  curvature  exist,  namely,  such  as  increase 
or  diminish  the  power  of  a  single  limb.  Thus  the  power 
may  be  increased  by  extraordinary  use,  as  through  carry- 
ing a  burden  on  one  arm,  or  as  occurs  in  certain  trades,  where 
one  arm  is  much  more  employed  than  the  other.  And  it  is 
found  that  nurses,  needlewomen,  tailors,  shoemakers,  compo- 
sitors, and  some  others  are  unusually  liable  to  spinal  curva- 
ture through  the  inordinate  use  of  one  arm,"  1  As  these 
1  3rd  edit,,  p.  15, 


234  THREE   POEMS   OF   SPINAL  DEFORMITY. 


deformities  are  so  common,  I  must  say  I  am  much  surprised 
at  not  finding  any  described  specimens  in  our  museums, 
though  I  hope  to  show  that  some  are  present  under  other 
names. 

Their  frequency  in  the  dissecting  room  is  easily  accounted 
for,  as  the  supply  of  male  subjects  is  drawn  from  a  class 
who  have  to  work  hard  for  their  living,  and  who  have 
usually  had  some  heavy  manual  labour  to  perform. 

In  this  paper  I  shall  describe  three  distinct  forms,  of 
each  of  which  I  have  several  pathological  specimens,  and 
I  will  take  them  in  their  order  of  frequency,  the  first 
being  the  most  common,  and  occurring  in  men  whose 
occupation  is  to  carry  heavy  and  bulky  burdens  on  their 
right  shoulder,  as,  for  example,  draymen,  who  carry  barrels 
of  beer  in  that  way. 

Let  a  strong  man  be  made  to  bear  on  his  right  shoulder 
a  heavy  body  as  a  barrel  of  beer,  and  you  find  he  is  no 
longer  able  to  remain  in  the  erect  position.  His  head  and 
neck  are  thrown  forwards  and  to  the  left,  partly  that  his 
head  shall  be  out  of  the  way  of  the  object,  but  chiefly  that 
its  weight  shall  be  transmitted  more  directly  to  the  spinal 
column. 

The  upper  dorsal  spine  will  be  found  to  share  in  the 
forward  flexion  of  the  cervical  vertebrae. 

The  spines  of  the  vertebral  column  will  now  be  seen  to 
form  an  arc  with  its  convexity  to  the  right  side,  the  most 
convex  portion  corresponding  to  the  position  of  the  sixth 
dorsal  vertebra.  The  curve  is  but  slightly  marked  in  the 
lumbar  region,  being  chiefly  limited  to  the  dorsal  and 
lower  cervical  spine.  It  is  a  long  single  curve,  and  there 
is  no  indication  of  any  compensatory  curve,  which  is  only 
what  one  would  expect.  The  chest  wall  is  seen  to  be 
altered  in  shape.  The  left  half  of  the  chest  is  thrown 
more  forwards  and  the  right  half  backwards,  so  that  the 
right  chest  is  more  prominent  behind  than  the  left,  espe- 
cially below.  The  ribs  here  are  also  found  to  be  separated 
by  a  larger  interval  from  one  another  than  on  the  left 
side.     This  is  owing  to  the  rotation  of  the  vertebrae  which 
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accompanies  the  lateral  flexion,  and  is  an  attempt  on  the 
part  of  nature  to  form  a  larger  supporting  basis  which 
will  transmit  the  weight  to  the  spine  partly  through  mus- 
cles attached  to  the  ribs  and  partly  through  the  leverage 
they  possess  on  the  bodies  and  transverse  processes  of  the 
vertebras. 

The  right  upper  ribs  cannot  be  observed  owing  to  the 
presence  of  the  weight.  One  can,  however,  feel  and  see 
that  they  must  support  the  greater  part  of  the  weight, 
and  must  transmit  it  to  the  spine.  The  rest  of  the  weight 
is  sustained  by  the  muscles  which  support  the  scapula  or 
arm,  and  partly  by  the  articulations  of  the  clavicle  and 
sternum  and  costal  cartilage,  this  last  being  an  indirect 
means  of  support. 

Now,  suppose  we  go  a  step  further  than  we  can  see  in 
our  subject,  and  follow  in  our  imagination  the  changes 
that  ought  to  take  place  in  the  osseous  and  ligamentous 
tissues  of  a  man  whose  occupation  it  is  to  carry  these  heavy 
weights  frequently,  and  for  some  time.  Owing  to  the 
frequent  lateral  flexion  of  the  spine,  the  intervertebral 
substances,  where  they  correspond  to  the  concavity  of  the 
curve,  become  thinned,  perhaps  develop  a  synovial  mem- 
brane (G-elenkhohle  of  Luschka),  or  become  completely 
destroyed,  and  the  bones  may  come  together  and  fuse,  and 
throw  out  from  their  margin  large  osteoplastic  growth. 

Also  the  anterior  portion  of  the  intervertebral  substances 
between  the  upper  dorsal  vertebras  will  become  thinned 
owing  to  the  increased  antero-posterior  flexion  of  this 
portion  of  the  spine,  and  lipping  of  the  vertebras  may  also 
take  place. 

This  lipping  and  thickening  of  the  vertebral  margins  is 
probably  an  attempt  to  increase  the  breadth  of  the  column 
where  it  is  most  needed,  which  is  of  course  at  the  con- 
cavity of  a  curve. 

The  upper  ribs  on  the  right  side  are  pressed  downwards 
and  forwards  by  the  weight  which  rests  upon  them,  and 
they  by  their  immense  leverage  on  the  transverse  processes 
of  the  upper  four  or  five  dorsal  vertebras  will  tend  to 


236 


THREE   FORMS   OF   SPINAL  DEFORMITY. 


rotate  their  bodies  to  the  opposite  side,  namely,  to  the 
left,  and  will  render  this  portion  of  the  dorsal  curve  which 
was  at  first  convex  to  the  right,  now  almost  a  straight 
line,  and  then  later,  convex  to  the  opposite  side.  This 
secondary  curve  will  extend,  however,  slightly  if  at  all  to 
the  left  of  a  line  joining  the  upper  cervical  vertebras  and 
lower  lumbar. 

Accompanying  this  rotation  of  the  upper  dorsal  vertebrae 
you  get  the  upper  ribs  on  the  left  side  raised  somewhat, 
the  intervals  between  them  being  increased  in  size,  and 
their  angles  project  more  backwards.  The  opposite  con- 
dition has  taken  place  in  the  upper  right  ribs.  The 
single  convex  line  formed  by  the  spines  of  the  upper 
dorsal  vertebras  is  unaffected  by  this  rotation  of  their 
bodies.  If  any  change  takes  place  it  will  be  in  the 
direction  of  an  increase  of  the  convexity  of  the  curve  to 
the  right.  In  the  case  of  the  leverage  of  the  rib,  the 
fulcrum  corresponds  to  the  articulation  of  its  head  with 
the  body  and  intervertebral  substance,  and  the  resistance 
or  weight  to  the  ligamentous  attachment  of  the  tubercle 
and  neck  to  the  transverse  processes.  So  that  in  examin- 
ing a  living  subject,  one  would  not  be  able  to  recognise 
the  presence  of  the  secondary  (not  compensatory)  curve 
by  the  position  of  the  spines,  as  only  one  curve  would  be 
visible. 

Owing  to  the  formation  of  the  upper  curve,  you  would 
expect  an  increased  destruction  of  the  left  half  of  the 
intervertebral  substances  and  vertebrae  corresponding  to 
the  concavity  of  the  primary  curve,  and  this  will  be  most 
marked  about  the  fifth  and  sixth  dorsal  vertebrae  and  a 
similar  progressive  destruction  corresponding  to  the  con- 
cavity of  the  secondary  or  upper  dorsal  curve.  The 
middle  ribs  on  the  left  side  will  be  still  more  approximated. 

Now,  to  make  up  for  this  damage  to  the  upper  part  of 
the  dorsal  curve,  that  the  weight  may  be  transmitted  as 
much  as  possible  to  the  spine,  an  increase  in  the  primary 
curve  and  increased  rotation  of  the  bodies  of  the  lower 
six  or  seven  dorsal  vertebrae  must  take  place,  resulting  in 
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a  greater  destruction  of  intervertebral  substance  and 
vertebrae  at  the  concavity  of  curve,  most  marked  at  the 
union  of  the  two  curves,  with  changes  in  the  lower  ribs 
as  before  described.  This  is  by  no  means  as  simple  a 
process  as  is  the  change  of  shape  of  the  chest  which  one 
sees  in  the  ordinary  lateral  curvature  which  develops  in 
young  adult  life. 

Fig.  1  shows  exactly  the  changes  we  have  arrived  at 
synthetically.  I  have  chosen  this  specimen  as  it  is  the  best 
marked  of  the  five  specimens  which  I  possess  of  this  form 
of  deformity.  It  was  obtained  from  the  body  of  a  great, 
powerfully-built  man,  who  had  been  a  drayman.  He  was 
about  forty-five  years  of  age,  and  had  all  his  teeth.  His 
muscles  were  in  excellent  condition,  and  his  bones  dense 
and  strong.  Death  had  been  due  to  heart  disease.  Till 
the  chest  was  opened,  while  the  body  was  lying  on  its 
back,  there  was  no  indication  of  the  condition  of  the 
spine.  I  would  particularly  call  attention  to  the  fact  that 
in  this  condition  there  is  no  compensatory  curve  or  rota- 
tion in  the  lumbar  region,  the  articular  processes  of  the 
lower  lumbar  vertebras  being  in  a  transverse  plane,  while 
the  upper  lumbar  vertebrae  share  in  the  primary  curve. 
Except  for  the  secondary  curve  in  the  upper  dorsal  region 
there  is  no  rotation  of  the  bodies  of  the  vertebras  to  the 
left.  I  mention  this  as  in  the  forms  of  lateral  curvature 
described,  most  authors  will  not  allow  that  a  rotation  to 
one  side  can  exist  without  a  compensatory  curve  to  the 
opposite  side.  One  can  easily  see  that  the  formation  of 
a  compensatory  curve  in  the  lumbar  region  to  the  opposite 
side  would  be  detrimental.  What  has  taken  place  is 
simply  that  the  spine  has  been  bent  in  such  a  way  so  that 
with  the  ribs  it  forms  a  sort  of  shelf  on  which  the  weight 
rests,  and  by  which  the  pressure  is  transmitted  equally  to 
the  legs.  By  placing  this  specimen  in  the  normal  posi- 
tion, and  by  applying  pressure  on  the  upper  ribs  on  the 
right  side,  the  purpose  of  the  curvature  and  the  mode  of 
its  formation  can  be  seen  very  plainly.  A  practical  point 
I  would  call  attention  to,  as  exemplified  by  the  upper 


240 


THREE   FORMS   OF   SPINAL  DEFORMITY. 


dorsal  curve,  or  secondary  curve  as  I  have  called  it  in 
this  paper,  is  the  immense  power  that  can  be  exercised 
by  the  ribs  in  rotating  the  vertebrae.  This  explains  the 
benefit  sometimes  observed  from  pressure  well  applied  to 
the  side  of  the  chest,  and  also  indicates  that  it  should  be 
made  to  act  in  a  direction  obliquely  downwards  and 
inwards  rather  than  inwards  or  upwards  and  inwards. 
Out  of  thirty-five  male  subjects  dissected  during  the 
winter  session,  I  found  five  very  well-marked  examples  of 
this  curvature.  They  were  almost  exactly  identical  in 
character,  but  varied  somewhat  in  degree. 

The  second  condition  is  one  which  is  present  in  men 
who  carry  heavy  bulky  weights  on  their  backs,  as  coal- 
heavers,  &c.  If  one  watches  a  coalheaver  at  work,  one 
sees  that,  when  carrying  a  load,  his  body  is  bent  for- 
wards. The  weight  is  seen  to  rest  on  the  back  of  his 
head,  neck,  and  trunk,  being  retained  in  position  by  both 
hands. 

Let  us  attempt  to  arrive  at  the  changes  one  would 
expect  to  find  in  the  bones  and  ligaments  of  a  man  who 
had  pursued  this  occupation  for  many  years.  If  dying 
before  his  tissues  had  commenced  to  degenerate,  the  osseous 
tissue  of  the  vertebrae  will  be  found  to  be  very  dense. 
This  is  most  marked  in  the  cervical  and  upper  dorsal 
region  on  account  of  the  small  size  of  the  bodies  of  the 
vertebrae  in  this  region.  The  weight,  being  a  rigid  one, 
diminishes  the  natural  convexity  of  the  upper  part  of  the 
dorsal  spine,  partly  by  direct  pressure,  and  partly  indi- 
rectly by  pressure  on  the  ribs,  so  rendering  the  upper  two 
thirds  of  the  spine  nearly  straight. 

The  force  then  exerted  on  the  flexed  lumbar  spine  by 
the  chest  with  its  load,  and  by  the  load  itself  pressing 
directly  on  the  lumbar  spine  may  be  resolved  into  two 
component  forces,  the  one  acting  at  right  angles  to  the 
upper  and  lower  surfaces  of  the  bodies  of  the  lower  dorsal 
and  lumbar  vertebrae  in  a  direction  parallel,  and  the  other 
at  right  angles  to  their  opposing  surfaces. 

These  will  cause,  first,  an  increase  in  the  lumbar  curve. 
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Where  the  straightened  dorsal  spine  joins  with  the  convex 
curve  of  the  lower  dorsal  and  upper  lumbar  vertebrae  there 
will  be  destruction  of  the  bodies  and  intervertebral  sub- 
stances of  the  tenth,  eleventh,  and  twelfth  dorsal  and  first 
and  second  lumbar  vertebra?,  especially  in  front. 

The  spine  at  this  point  may  not  deviate  laterally,  but 
this  occasionally  happens  owing  to  the  unequal  lateral 
destruction  of  the  bodies  of  the  vertebrae,  due  probably  to 
some  inequality  in  the  support  given  by  either  arm. 

The  bodies  of  the  third,  fourth,  and  fifth  lumbar 
vertebras  with  the  intervening  fibro-cartilages,  as  they  form 
part  of  the  convexity  of  an  antero-posterior  curve,  will  be 
but  little  diminished  in  depth  in  front. 

Owing  to  the  sudden  transition  from  the  convex  lumbar 
curve  to  the  concave  sacral  one,  the  force  tending  to  dis- 
place the  lumbar  vertebras  forwards  and  downwards  acts 
at  this  point  at  an  immense  advantage. 

This  will  cause  the  fifth  lumbar  vertebra  to  become  dis- 
placed forwards  more  or  less,  so  that  it  projects  beyond 
the  sacrum.  In  the  interarticular  fibro-cartilage  between 
it  and  the  sacrum  there  is  formed  a  large  articular  cavity, 
and  from  the  front  of  the  upper  piece  of  the  sacrum  is 
formed  a  projecting  shelf  of  bone  which  helps  to  support 
the  displaced  vertebra.  The  articular  cavity  is  the  result 
of  the  considerable  restitution  after  the  weight  pressing 
on  it  has  been  removed. 

The  laminae  of  the  fifth  lumbar  are  closely  approximated 
to  the  posterior  margin  of  the  body  of  the  first  sacral 
vertebrae  diminishing  considerably  the  calibre  of  the  spinal 
canal,  and  interfering  in  the  same  way  with,  the  size  of 
the  intervertebral  foramina  between  the  sacrum  and  fifth 
lumbar.  The  form  and  position  of  the  articular  processes 
and  laminae  are  naturally  much  altered  by  the  prolonged 
pressure. 

I  do  not  find  the  least  indication  of  any  congenital 
deficiency  of  the  laminae  or  articular  processes,  nor  any  sign 
of  any  previous  injury  or  fracture.  I  refer  to  this  parti- 
cularly, as  Neugebauer,  in  his  article  on  spondylolisthesis, 

vol.  lxvii.  16 


242 


THREE   FORMS   OF   SPINAL  DEFORMITY. 


takes  rather  an  opposite  view.1  I  see  no  reason  to 
suppose  that  in  the  production  of  spondylolisthesis  in  this 
form  of  spinal  deformity  it  is  necessary  to  suppose  the 
existence  of  anything  beyond  great  pressure  acting  at  a 
great  mechanical  advantage  upon  the  articulation.  Criti- 
cising Neugebauer,  I  think  that  he  has  erred  in  regarding 
the  displacement  of  the  fifth  lumbar  as  something  quite 
peculiar  and  local  and  not  as  part  of  a  general  change  in 
the  spinal  column.  I  do  not  think  that  in  any  of  the 
examples  he  describes  he  has  given  us  any  account  of  the 
condition  of  the  rest  of  the  column. 

The  pressure  of  the  weight  is  also  transmitted  to  the 
neck  partly  directly  and  partly  indirectly  through  tension 
exerted  on  the  head  by  the  tarpaulin  cap,  or  other  means 
of  support  used  by  this  class  of  labourer.  This  renders 
the  cervical  spine  more  convex  forwards,  and  causes  pres- 
sure changes  in  the  lower  cervical  vertebras  and  fibro- 
cartilages. 

Fig.  2  is  a  drawing  of  the  spine  of  a  middle-aged  man. 
He  was  powerfully  built.  I  was  unable  to  discover  his 
occupation.  The  deformity  it  exhibits  corresponds  to 
those  I  have  just  described.  The  intervertebral  sub- 
stances between  the  fifth,  sixth,  and  seventh  cervical 
vertebras  have  become  thinned,  and  have  developed  arti- 
cular cavities  in  their  centres.  The  bodies  of  these 
vertebras  are  diminished  in  depth,  and  their  lipped 
margins  project  forwards,  and  backwards  into  the  spinal 
canal. 

The  odontoid  process  presents  marked  signs  of  the 

pressure  that  has  been  exerted  on  it  by  the  anterior  arch 

of  the  atlas.     Its  facet  is  much  increased  in  size,  and  from 

its  upper    margin  there  is  an  outgrowth  of  bone  to 

strengthen  the  articulation,  and  increasing  the  height  of 

the  process.     Owing  to  the  removal  of  bone  from  its 

anterior  surface,   the  antero-posterior  diameter  of  the 

process  is  diminished.     The  arch  of  the  atlas  presents 

1  'Zur  Entwicklungsgeschichte  des  spondylolisthetischen  Beckens  und 
sei  ner  Diagnose,'  von  Franz  Ludwig  Neugebauer. 


Fig.  2. 
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corresponding  changes.  Two  out  of  the  thirty-five  male 
subjects  possessed  spinal  columns  which  presented  the 
above  conditions. 

While  watching  labourers  carrying  heavy  weights  on 
their  heads,  I  have  often  speculated  as  to  what  changes  one 
would  expect  to  find  in  their  bodies  as  the  result  of  this 
form  of  pressure.  These  men,  when  bearing  a  load 
(which  is  often  a  very  heavy  one),  allow  the  head  to  sink 
somewhat  downwards  towards  the  shoulders  and  do  not 
keep  the  cervical  spiue  extended. 

They  keep  the  load  in  position  by  one  or  both  hands. 
I  concluded  that  the  cervical  spine  would  present  a  well- 
marked  lateral  curve,  with  the  accompanying  destruction 
of  cartilage  and  bone  on  the  concave  side.  Below  this 
large  cervical  curve  one  or  two  compensatory  lateral 
curves  occupying  the  dorsal  region,  the  extent  of  deflec- 
tion of  the  curves  from  the  median  line  diminishing  as 
they  descend. 

I  was  some  time  before  I  discovered  a  subject  in  which 
the  spine  presented  changes  similar  to  those  I  expected  to 
find.  Fig.  3  is  a  drawing  of  the  first  one,  and  I  will  now 
describe  it  in  detail. 

The  articulations  between  the  atlas  and  occiput  and 
atlas  and  axis  present  but  a  slight  deviation  from  the 
normal  condition,  and  this  was  limited  to  slight  asymmetry 
of  the  articular  facets.  The  axis  and  third  cervical  ver- 
tebrae are  fused  together,  the  fusing  being  more  complete 
on  the  left  side.  This  causes  a  slight  lateral  displacement 
of  the  atlas.  Below  this  there  is  a  large  lateral  curve 
with  its  convexity  to  the  right,  the  body  of  the  sixth  cer- 
vical forming  the  centre  of  the  arc.  The  vertebrae  are 
here  very  dense.  The  left  halves  of  the  bodies  are  much 
diminished  in  depth,  being  rendered  somewhat  wedge- 
shaped.  The  fibro-cartilages,  especially  in  the  concavity 
of  the  curve,  are  much  destroyed,  more  so  between  the 
upper  than  the  lower  cervical  vertebrae.  In  fact,  as  the 
fibro-cartilages  ascend  they  diminish  in  thickness,  being 
almost  completely  absent  between  the  third  and  fourth 
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vertebras,  so  that  one  sees  a  regular  gradation  from 
normal  fibro- cartilage  below,  to  osseous  union  of  the 
vertebras  above.  Fig.  4  is  a  vertical  section  through  the 
2nd,  3rd,  4th,  5th,  6th,  7th,  and  8th  cervical  vertebrae,  and 
shows  these  changes.  The  articular  processes  are  also 
altered  in  form  by  the  pressure.  Below  the  cervical  curve 
there  is  a  compensatory  curve  with  its  convexity  to  the  left, 
and  again  below  this  there  is  less  marked  curve  to  the  right. 
Later  I  found  another  example  of  this  deformity  among 
the  thirty-five  male  subjects  before  referred  to. 

In  the  museum  of  Guy's  Hospital  I  find  many  speci- 
mens of  fusion  of  the  atlas  and  axis,  but  without  the 
remainder  of  the  spine.  As  in  the  case  I  have  just  de- 
scribed, the  bones  are  unequally  fused  so  that  union  is 
more  complete  and  advanced  on  the  left  side  than  on  the 
other.  This  obliquity  of  union  alone  indicates  that  there 
must  have  been  a  compensatory  curve  lower  down.  I 
have  no  doubt  that  this  was  due  to  the  same  cause  that 
produced  similar  osseous  ankylosis  in  my  case,  and  which 
I  believe  is  force  transmitted  through  the  occiput. 

I  think  that  there  will  be  found  many  other  distinct 
forms  of  deformity  besides  those  I  have  described,  also 
modifications  of  those  three  forms  due  to  individual 
differences  in  the  method  of  carrying  and  supporting  the 
loads. 

There  is  another  condition  to  which  I  would  like  to  have 
paid  more  attention,  and  that  is  the  fusion  of  the  occiput 
and  atlas,  and  sometimes  also  the  axis  as  well.  There 
are  many  examples  of  these  in  our  museum.  Unfortu- 
nately this  portion  only  of  the  column  is  present,  so  that 
one  cannot  venture  any  definite  hypothesis  as  to  the  par- 
ticular means  by  which  force  is  transmitted  in  this  case, 
as  I  believe  it  must  be  the  cause  here  also  of  the  fusion. 

I  have  for  a  long  time  looked  in  the  dissecting  room 
for  a  spine  showing  this  abnormality,  but  have  as  yet 
failed  to  find  one. 

I  also  believe  that  many  museum  specimens  put  up  as 
examples  of  rheumatic  arthritis,  osteophytic  growth,  and 
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congenital  deformities  of  the  bodies  of  the  vertebrae  are 
merely  changes  produced  as  a  result  of  pressure. 

That  there  is  a  greater  tendency  to  the  formation  of 
compensatory  bony  outgrowth  and  lipping  of  the  vertebras 
if  the  man  is  also  affected  by  rheumatic  arthritis  is  pro- 
bable, but  I  have  not  yet  been  quite  able  to  satisfy  myself 
on  this  point.  At  the  same  time,  I  believe  that  the  irri- 
tant poison  in  rheumatoid  arthritis  can  of  itself  produce 
destruction  of  cartilage  and  osseous  ankylosis  in  articula- 
tions kept  perfectly  at  rest,  as  in  those  of  the  tarsus. 
This  I  have  referred  to  elsewhere  (Mollities  ossium 
Charcot's  disease ; — Rheumatoid  arthritis,  '  Trans.  Path. 
Soc./  1884). 

I  am  sure,  however,  that  many  spines  are  said  to  pre- 
sent rheumatoid  change  when  it  is  simply  the  result  of  a 
physiological  and  healthy  process. 

That  changes  from  the  normal  curvatures  of  the  spine 
are  by  no  means  uncommon  in  the  bodies  of  hard  worked 
labourers  is  shown  by  the  fact  that  in  thirty-five  male 
subjects  dissected  consecutively,  I  found  five  well-marked 
examples  of  the  first  class  of  deformity,  two  of  the  second 
class,  two  of  the  third,  and  besides  these  four  species  pre- 
senting changes  which  did  not  belong  to  either  of  these 
classes.  In  all  there  were  thirteen  deformed  spinal 
columns  in  thirty-five  subjects. 
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On  two  previous  occasions  I  have  brought  before  the 
Society  cases  of  affection  of  speech  with  post-mortem 
examinations,  and  have  endeavoured  by  their  means  to 
elucidate  the  mechanism  of  speech  and  thought.* 

The  opportunity  has  just  been  afforded  me  of  examining 
the  brain  of  a  patient  who  presented  a  form  of  defect  of 
language  the  importance  of  which  has  scarcely  been 
adequately  appreciated,  the  defect  consisting  in  the  entire 
loss  of  the  power  of  uttering  nouns  substantive,  whether 
for  employment  in  speech  or  by  way  of  imitation. 

The  patient,  a  gentleman  at  that  time  ast.  72,  was  first 
seen  in  consultation  with  Mr.  Meehan,  of  Kegent's  Park, 
on  September  17th,  1878.  On  the  12th  he  had  been 
seized  with  faintness  while  sitting  in  a  hot  greenhouse  in 
the  Botanical  Gardens  and  had  for  a  time  entirely  lost  his 

1  "  On  the  Cerebral  Mechanism  of  Speech  and  Thought,"  '  Med.-Chir. 
Trans.,'  lv,  p.  145 ;  "  On  a  Case  of  Amnesia,"  ib.,  lxi,  p.  147. 
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speech.  This  lie  partially  recovered,  while  slight  hemi- 
plegia of  the  right  side  had  gradually  come  on.  At  the 
first  consultation  the  precise  character  and  extent  of  the 
speech  defect  could  not  be  defined  ;  there  was  conspicuous 
paralysis  of  the  right  side  of  the  face,  of  the  kind  seen  in 
hemiplegia,  a  moderate  degree  of  paralysis  of  the  upper 
extremity,  slight  paralysis  of  the  lower  extremity ;  with 
this,  marked  hemianesthesia  and  loss  of  the  sole  reflex. 
The  patient  was  suffering  from  severe  pain  in  the  right 
temple. 

He  speedily  recovered  so  far  as  to  be  able  to  go  about 
and  to  cut  up  his  food  with  the  right  hand,  and  the  affec- 
tion of  speech  had  in  November  reached  the  point  at 
which  it  remained  for  more  than  five  years,  during  which 
time  he  was  continuously  under  the  care  of  Mr.  Meehan, 
and  was  carefully  watched  by  intelligent  relatives  and  by 
a  nurse  of  remarkable  power  of  observation  and  accuracy 
of  description,  whose  attention  was  specially  directed  to 
the  peculiarity  of  the  speech.  I  saw  him  at  intervals, 
and  in  his  final  illness,  which  was  an  attack  of  congestion 
of  the  lungs. 

During  the  whole  of  this  time  he  was  scarcely  ever 
known  to  utter  a  noun  substantive,  and  if  he  did,  it  was, 
so  to  speak,  inadvertently  and  erroneously.  Other  words 
he  said  unhesitatingly,  and  he  would  employ  fairly  long 
phrases,  speaking  them  smoothly  and  naturally  so  long  as 
a  noun  did  not  come  in  his  way.  The  following  are 
examples  :  "  I  am  very  glad  to  see  you,"  "  I  am  very 
much  better  to-day,  thank  you,"  "  Oh,  yes,  very  well 
indeed,"  "  I  cannot  remember  it  at  all."  When  he 
wished  for  anything  he  would  say  "  I  want  the  one/' 
"  Please  give  me  the  one."  And  the  nurse  would,  by 
guesses,  find  out  what  it  was,  when  he  would  say,  "  Yes, 
that's  it,  thank  you."  Asked  his  age  he  replied,  "  I  shall 
be  seventy-three  on  the  3rd — 4th  " — stopping  puzzled 
and  baffled — he  meant  on  the  24th  of  December.  He  was 
always  brought  to  a  standstill  by  a  noun,  and  was  at  first 
greatly  distressed  and  confused  by  his  efforts  to  remember 
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the  word.  He  was  unable  to  name  an  object  at  sight — 
the  hand;  or  a  pen,  or  the  sheet ;  and  not  only  this,  but  he 
could  not  repeat  after  me  the  above  words,  though  he 
tried  hard.  Once  when  endeavouring  to  say  hand  he  said 
something  like  leg.  When  told  to  say  one,  two,  three, 
during  the  examination  of  his  chest,  he  did  so  promptly. 

He  clearly  understood  all  that  was  said  to  him  and  took 
a  great  interest  in  all  that  went  on  in  the  household.  He 
read  his  newspaper  and  often  pointed  out  paragraphs 
relating  to  people  and  places  that  he  knew,  showing  that 
he  understood  it.  His  memory  was  said  to  be  remarkably 
good  and  accurate.  He  could  sign  his  name,  but  could 
not  answer  a  question  in  writing. 

He  was  cheerful  but  emotional,  often  crying  when  I 
first  spoke  to  him  and  in  saying  good-bye. 

The  paralysis  entirely  disappeared,  but  the  nurse  stated 
that  sensation  did  not  appear  to  be  so  good  on  the  right 
as  on  the  left  side.  The  patient  did  not  notice  when  the 
right  foot  slipped  from  the  footstool  as  it  was  liable  to  do. 

Such  was  the  condition.  The  patient  died  on  December 
22nd,  and  the  examination  was  made  on  the  24th,  about 
forty-eight  hours  after  death. 

The  cranium  was  very  thick  and  dense,  and  the  brain 
apparently  somewhat  shrunken,  but  not  more  on  one  side 
than  on  the  other ;  there  was  no  fluid  in  the  membranes 
over  the  hemispheres  and  not  much  at  the  base.  Inspected 
before  its  removal,  nothing  abnormal  was  discovered 
about  the  brain  ;  in  the  act  of  removing  it  the  membranes 
and  nerves  were  observed  to  be  very  tender  and  lacerable 
and  the  arteries  moderately  affected  with  atheroma ;  the 
brain  substance  was  soft. 

The  corpus  callosum  having  given  way  along  the  median 
raphe,  the  detailed  examination  was  begun  by  completing 
the  division  of  this  commissure  and  by  removal  of  the 
velum  interpositum  and  fornix,  the  latter  being  torn. 
The  left  thalamus  was  smaller  than  the  right,  but  neither 
on  its  surface  nor  on  section  was  any  focus  of  morbid 
change  visible.     The  anterior  rounded  extremity  of  the 
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left  corpus  striatum  had  its  natural  size  aud  appearance, 
but  as  it  narrowed,  two  digital  depressions  were  seen,  one 
just  in  front  of  the  posterior  border  of  the  thalamus,  the 
other  a  little  beyond  this  body  ;  there  was  no  discoloration, 
and  nothing  was  apparent  on  section  at  these  points  but 
a  local  loss  of  substance.  The  most  conspicuous  change 
was  in  the  posterior  cornuof  the  ventricle,  where  a  brownish 
translucent  patch,  rather  larger  than  a  sixpence,  occupied 
the  situation  of  the  calcar  avis.  A  band  of  white  fibres, 
apparently  untouched  by  degeneration,  ran  from  the  thala- 
mus along  the  inner  side  of  the  patch  to  the  tip  of  the 
occipital  lobe.  From  the  translucent  area  itself  all  trace 
of  nervous  structures  had  disappeared,  leaving  only  the 
pia  mater  lining  the  calcarine  fissure,  and  this  was  not 
apparently  vascular.  The  comparison  between  the  corre- 
sponding part  of  the  two  posterior  cornua  was  very  strik- 
ing, the  right  calcar  presenting  a  smooth  white  promi- 
nence over  which  ramified  a  vessel  of  some  size.  The 
descending  cornu  was  large,  the  fibres  along  its  roof  soft 
and  apparently  wasted,  but  the  hippocampus  with  its 
taenia  was  in  a  normal  condition. 

The  right  hemisphere  was  normal  in  all  respects. 

In  the  left  hemisphere  the  convolutions  of  the  convexity 
everywhere  presented  a  natural  appearance.  The  third 
frontal  and  adjacent  part  or  foot  of  the  anterior  or  ascend- 
ing frontal  gyrus  were  specially  examined  on  all  sides, 
including  the  surface  within  the  fissure  of  Sylvius^  and 
found  to  be  normal. 

The  Sylvian  fissure  gaped  somewhat  and  the  pia  mater 
over  it  was  thickened.  When  the  insula  was  exposed  it 
was  seen  to  be  unduly  smooth.  Of  its  six  convolutions 
the  two  anterior  which  dip  under  the  posterior  margin  of 
the  orbital  lobule  were  in  their  normal  state ;  so  also  was 
the  first  of  the  two  outer  ones  which  correspond  with  the 
end  of  the  third  frontal  and  the  foot  of  the  first  ascending 
gyri ;  the  more  posterior  of  these  was  reached  but  not 
destroyed  by  degeneration.  The  two  long  convolutions 
which  run  from  the  summit  of  the  insula  towards  the 
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posterior  extremity  of  the  fissure  had  entirely  disappeared, 
leaving  a  smooth  surface  of  a  pale  fawn  colour,  formed 
apparently  by  the  external  capsule,  itself  somewhat  degene- 
rated but  overlying  grey  substance  of  the  lenticular 
nucleus  which  was  not  appreciably  altered.  The  angular 
gyrus  round  the  extremity  of  the  Sylvian  fissure  and  the 
supra- marginal  lobule  forming  its  upper  margin  posteriorly, 
were  undermined  by  an  extensive  area  of  degeneration 
continuous  with  that  which  had  destroyed  the  posterior 
insular  convolutions.  The  degeneration,  however,  did  not 
reach  the  surface  of  the  gyri  presenting  on  the  convexity 
of  the  hemisphere,  or  penetrate  very  deeply  into  their 
white  axial  fibres. 

A  series  of  transverse  sections  revealed  nothing  more. 
Parts  of  the  brain  and  cranial  contents  not  mentioned  may 
be  taken  as  presenting  nothing  abnormal. 

Before  commenting  on  this  case  I  may  relate  another, 
that  of  a  lady  get.  75,  seen  with  the  late  Dr.  Frampton 
in  October  and  November,  1879. 

She  had  been  a  little  out  of  sorts  on  the  12th  of  October, 
and  on  the  morning  of  the  13th  mumbled  and  could  not 
be  understood.  There  was  some  improvement  during  the 
day,  but  after  sleep  at  night  she  woke  in  a  state  of  extra- 
ordinary excitement.  She  was  out  of  bed  in  a  moment 
and  round  the  room  more  quickly  than  she  had  been  for 
years  ;  she  was  talking  rapidly,  but  no  one  could  make 
out  what  she  wanted,  which  made  her  very  angry. 

When  I  saw  her  on  the  20th  she  was  quiet  and  rational, 
ladylike  and  lively.  She  understood  all  that  was  said,  and 
answered  many  questions  that  did  not  require  the  use  of 
a  noun.  She  asked  anxiously  and  fluently,  "  Shall  I  get 
better  of  this  .  .  .  V3  trying  to  complete  the  sentence, 
but  stopped  by  her  inability  to  find  the  noun  she  required. 
Other  phrases  which  I  took  down  were,  "  I  hope  you  will 
be  able  to  do  me  good  ...  to  take  this  away/'  She  was 
encouraged  to  tell  her  own  tale,  and  spoke  distinctly  and 
unhesitatingly,  but  got  confused  when  she  came  to  a  noun. 
She  resented  all  attempts  on  the  part  of  her  maid  to  assist 
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her  and  told  her  not  to  speak.  She  could  not  name  a 
watch,  the  curtains,  or  Dr.  Frampton,  and  could  not  tell 
her  age.  She  was  moreover  quite  unable  to  read,  having 
up  to  the  moment  of  the  attack  been  a  great  novel  reader. 
There  was  no  paralysis  of  any  kind. 

At  a  second  visit  in  November  she  recognised  me  and 
received  me  in  a  natural  and  ladylike  way.  She  said, 
<c  Oh  yes,  I  remember  you  quite  well,"  and  used  other 
similar  phrases.  I  sat  by  her  bedside  for  a  quarter  of  an 
hour,  during  most  of  which  she  was  talking,  but  except 
that  she  once  said  "  thing "  and  once  inappropriately 
"  jealousy,"  and  two  or  three  times  "the  other  day  " 
adverbially  she  did  not  employ  a  single  noun  substantive. 
On  coming  to  a  noun  she  bungled  and  employed  some 
unintelligible  substitute. 

This  lady  lived  some  time,  and  I  understood  from  Dr. 
Frampton  that  the  speech  did  not  change,  but  I  did  not 
see  her  again. 

In  a  third  case  seen  with  Dr.  Marcus  Allen  at  Brighton, 
and  subsequently  in  London  with  Mr.  J.  Ernest  Lane,  loss 
of  nouns  was  a  stage  in  disease  which  advanced  to  com- 
plete loss  of  speech  and  to  a  rapidly  fatal  termination. 

The  extraordinary  analysis  of  language  made  by  dis- 
ease of  the  brain  in  cases  such  as  these  will  strike  anyone 
who  gives  the  subject  a  moment's  thought.  A  single 
"  part  of  speech,"  the  noun  substantive,  is  separated  from 
all  the  others,  and  while  they  can  be  spoken  fluently  and 
appropriately,  utterance  of  nouns  of  all  kinds  fails  entirely  ; 
they  do  not  come  for  the  expression  of  thoughts  or  wants, 
they  are  not  suggested  by  objects  presented  to  the  sight, 
and  they  cannot  be  repeated  imitatively.  This  analysis 
by  disease  is  all  the  more  remarkable,  inasmuch  as  it 
corresponds  with  the  analysis  of  language  arrived  at  by 
logicians  and  grammarians.  They  also  place  nouns  sub- 
stantive or  names  apart  by  themselves,  a  distinction 
recognised  in  German  by  the  capital  letter  with  which 
they  are  spelt.  Nouns  or  names  are  the  objective  mate- 
rial of  thought — the  subjects  of  predication — other  parts 
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of  speech  are  merely  a  framework  in  which  names  are  set 
for  comparison  or  predication. 

Again  from  a  physiological  as  well  as  from  a  philo- 
logical point  of  view  nouns  or  names  stand  alone.  They 
only  are  intellectual  symbols  properly  so-called.  As  I 
have  attempted  to  set  forth  in  my  former  communications 
they  represent  the  final  act  of  intellectual  elaboration  of 
the  perceptions  derived  from  the  different  senses.  A 
complete  elementary  notion  of  an  external  object  is  a 
combination  of  all  the  perceptions,  visual,  tactile,  &c,  and 
the  auditory  perception  associated  with  this  notion  in 
early  childhood  is  the  name  which  thenceforward  habitually 
symbolises  the  object.  A  noun  raises  a  mental  picture 
which  is  not  the  case  with  any  other  word.  It  belongs,  in 
effect,  to  the  sensory  side  of  language  of  which  it  is  the 
highest  point,  while  all  other  parts  of  speech  imply  move- 
ment of  ideas  and  may  be  said  to  be  motor. 

In  order  that  the  bearings  of  these  considerations  and 
of  the  case  as  a  whole  on  the  mechanism  of  speech  and 
thought  may  be  explained,  it  will  be  necessary  to  restate 
briefly  some  of  the  conclusions  arrived  at  in  my  previous 
papers,  and  especially  to  discuss  the  exact  part  played  by 
the  third  left  frontal  gyrus  in  articulate  speech.  This 
has  been  admirably  expressed  by  Dr.  Hughlings  Jackson 
in  the  phrase  "the  way  out  for  words,"  or  it  may  be 
otherwise  described  as  the  downward  starting-point  of 
language ;  its  function  is  essentially  motor,  like  that  of 
the  cortical  motor  centres  in  the  region  of  Eolando,  and 
its  cortical  cells  may  be  compared  to  the  motor  cells  in 
the  anterior  grey  cornua  of  the  spinal  cord.  These  cells, 
constituting  the  motor  nerve  nuclei  in  the  cord,  are  co- 
ordinated or  grouped  for  the  production  of  orderly  move- 
ments through  the  agency  of  sensory  nerve- cells  con- 
nected with  the  posterior  nerve  roots,  and  the  motor  cell 
groups  so  formed  are  then  ready  for  employment,  and  are 
employed  by  higher  centres.  In  the  same  way,  then,  as 
the  cells  of  the  anterior  grey  cornua  are  grouped  or  edu- 
cated by  sensory  cells  on  the  same  level,  the  cortex  of 
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Broca's  convolution  will  be  educated  for  the  utterance  of 
words  by  the  auditory  perceptive  centre,  the  superior 
temporo- sphenoidal  gyrus,  which  is  on  a  level  with  it 
anatomically  as  well  as  physiologically  (being,  like  it,  a 
marginal  convolution),  and  being  educated,  i.e.  its  cells 
being  properly  grouped,  will  be  employed  by  higher 
centres  which  are  the  seat  of  the  intellectual  operations. 
Again,  just  as  the  integrity  of  the  sensory  side  of  the 
spinal  apparatus  is  necessary  to  the  functional  efficiency 
of  the  motor  cell  groups,  and  damage  to  the  former,  as  in 
locomotor  ataxy,  gives  rise  to  inco-ordination,  so  with 
regard  to  the  auditory  perceptive  centre  and  the  motor 
word  centre. 

But,  as  has  already  been  said,  language  has  its  sensory 
aspect  and  its  sensory  cortical  apparatus.  I  have  put 
forward  in  previous  communications,  as  a  tentative  hypo- 
thesis based  upon  observed  cases,  the  supposition  that  each 
sense  having  its  perceptive  centre  in  the  convolutions 
identified  as  such,  by  Dr.  Terrier,  the  perceptions  from 
these  several  cortical  areas  converge,  by  means  of  tracts 
of  fibres,  upon  a  higher  cortical  region  in  which  they  are 
combined  and  elaborated  into  an  idea  which  is  symbolised 
by  a  name.  This  naming  centre  or  idea  centre  will  be  the 
highest  centre  on  the  sensory  side  of  the  nervous  mechanism, 
and  the  corresponding  motor  centre  I  have  supposed  to  be  a 
propositionising  centre  in  which  the  first  motor  process  of 
language  and  thought,  the  mental  rehearsal  of  a  phrase, 
takes  place. 

Taking  these  assumptions  for  a  moment  as  granted,  it 
is  conceivable,  first,  that  the  paths  from  the  visual  and 
auditory  perceptive  centres  to  the  naming  centre  may  be 
destroyed.  In  case  of  lesion  of  the  communication 
between  the  visual  and  naming  centres  the  sight  of  an 
object  would  no  longer  call  up  the  name.  Such  a  case  I 
have  related  in  the  first  of  my  papers  read  before  this 
Society,  describing  the  lesion  found  after  death.  A 
patient,  otherwise  perfectly  intelligent  and  who  conversed 
fluently,  was  utterly  unable  to  name  an  object  at  sight. 
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Tested  scores  of  times  over  a  period  of  many  months  he 
never  once  succeeded  in  naming  such  familiar  things  as  a 
pen,  chair,  table,  hand,  coat,  or  any  object  whatever. 
Obviously  a  man  in  this  condition  would  be  unable  to  read, 
and  such  was  the  case  with  the  patient ;  what  made  it 
more  interesting  was  that  he  wrote  correctly  out  of  his  own 
head  or  from  dictation,  but  could  not  read  a  single  word 
of  what  he  had  himself  written. 

Such  cases  have  been  described  as  examples  of  "  word- 
blindness,"  but  this  term  is  altogether  inadequate  and 
misleading.  The  word-blindness  is  only  a  part  of  a  wider 
and  more  significant  deficiency.  It  is  not  as  words  that 
words  cannnot  be  read,  but  as  visual  characters  or  objects 
which  cannot  be  named. 

A  corresponding  interruption  between  the  auditory 
perceptive  centre  and  the  naming  centre  will  have  more 
striking  results.  The  subject  of  the  lesion  will  under- 
stand nothing  that  is  said  to  him  and  he  may  or  may  not 
know  what  he  says  to  others.  Many  examples  of  this 
condition  are  on  record,  and  I  have  narrated  such  a  case, 
in  the  paper  already  referred  to,  but  without  post-mortem 
examination. 

The  patient  was  a  lady  who  replied  quite  inappropriately 
but  in  intelligible  and  connected  sentences  to  questions 
and  observations,  and  showed  that  she  did  not  understand 
what  was  said  to  her  by  failing  to  do  simple  things 
when  told. 

Again,  the  naming  centre  may  itself  be  destroyed,  and 
under  the  title  of  a  Case  of  Amnesia  I  brought  before  this 
Society  what  I  believe  to  have  been  an  example  of  such 
a  lesion,  in  which,  without  any  damage  to  the  ascending 
convolutions  of  Rolando  or  to  the  third  left  frontal  gyrus, 
but  with  extensive  softening  of  convolutions  behind  the 
motor  area  in  the  left  hemisphere,  a  patient  was  utterly 
unable  to  comprehend  spoken  or  written  language,  and 
talked  incomprehensible  gibberish  in  which  not  a  single 
word  was,  as  a  rule,  recognisable ;  he  spoke  his  inarticu- 
late jargon  fluently  and  with  natural  emphasis  and  intona- 
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tion,  and  evidently  had  ideas  in  his  mind  which  he  thought 
he  was  expressing. 

Keturning  to  the  case  here  related  it  is  supposed  to 
illustrate  breach  of  the  communication  between  the  name 
centre  and  the  propositionising  centre.  The  patient  had  in 
his  mind  ideas  and  wishes,  and  rehearsed  mentally,  and 
uttered  in  words,  phrases  expressive  of  these  ideas  and 
wishes  all  but  the  nouns  or  names.  These  were  not 
supplied  in  consequence  of  the  interruption  of  the  tract 
from  the  name  centre  to  the  propositionising  centre. 

The  lesions  found  after  death  are  interesting  from  what- 
ever point  of  view  they  may  be  considered.  One  reflec- 
tion suggested  is  that  the  exclusive  employment  of  the 
left  hemisphere  in  the  utterance  of  speech  involves  its 
predominant  if  not  exclusive  employment  in  the  in- 
tegration of  language  in  thought.  Again,  the  case 
illustrates  the  fact  that  there  may  be  loss  of  speech  with- 
out damage  to  the  third  frontal  convolution,  but  shows, 
at  the  same  time,  that  the  cases  in  which  this  occurs 
are  recognisable  during  life  as  distinct  from  aphasia  as 
commonly  seen. 

Observing  upon  the  lesions  seriatim,  the  calcar  avis  or 
hippocampus  minor  is  no  longer  looked  upon  as  the  dis- 
tinguishing peculiarity  of  the  human  brain,  and  it  is  not 
associated  with  language  in  any  theory  known  to  me. 
Whatever  effects  the  destruction  of  this  part  in  the  left 
posterior  cornu  may  have,  it  is  not  probable  that  it  had 
any  share  in  the  affection  of  speech  in  the  case  under  dis- 
cussion. Nor  can  the  unimportant  loss  of  substance 
noticed  in  the  thalamus  and  intraventricular  corpus  striatum 
have  had  any  such  effects.  Clearly  the  important  lesion 
was  the  extensive  area  of  degeneration  situate  in  the  pos- 
terior part  of  the  Sylvian  fissure.  The  structures  destroyed 
would  be  as  follows  : 

a.  The  two  posterior  convolutions  and  part  of  the  pos- 
terior external  convolution  of  the  insula  with  the  white 
fibres  which  arise  in  the  grey  cortex  of  these  convolutions, 
and  pass  almost  entirely  to  the  adjacent  convolutions  of 
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the  parietal  lobe  overhanging  the  fissure,  the  supra-mar- 
ginal lobule  and  part  of  the  angular  gyrus. 

b.  The  grey  matter  and  subjacent  white  fibres  of  the 
convolutions  forming  the  upper  wall  of  the  Sylvian  fissure 
behind  the  posterior  ascending  convolution  of  Rolando,  viz. 
of  the  supra-marginal  and  angular  gyri  just  mentioned. 
The  degeneration  involved  the  white  substauce  to  a  con- 
siderable depth,  undermining  the  convolutions,  but  not 
implicating  their  entire  thickness,  and  it  did  not  reach 
anywhere  the  summit  of  the  gyri  seen  on  the  convexity  of 
the  hemisphere. 

c.  The  posterior  part  of  the  claustrum,  together  with  a 
mass  of  fibres  underlying  the  posterior  convolutions  of 
the  island,  and  running  from  behind  forwards  in  the  deep 
angle  of  the  fissure.  These  fibres  converging  from  various 
sources  round  the  posterior  end  of  the  fissure,  the  angular, 
supra-  and  infra-marginal,  parallel,  and  other  gyri,  form 
a  large  bundle  or  plane  of  fibres,  which  have  a  longitudinal 
course  along  the  deep  angle  of  the  fissure,  and  pass  to 
the  foot  of  the  two  ascending  parietal  convolutions  and  to 
the  posterior  part  of  the  third  frontal.  They  constitute  a 
kind  of  longitudinal  commissure. 

d.  The  posterior  part  of  the  external  capsule,  which  is 
composed  of  fibres  arising  in  the  grey  matter  of  the  extra- 
ventricular  corpus  striatum  and  radiating  to  the  fronto- 
parietal part  of  the  hemisphere,  after  many  of  them  have 
decussated  with  the  fibres  of  the  internal  capsule. 

The  infra-marginal  or  first  temporo-sphenoidal  convo- 
lution, the  seat  of  the  auditory  perceptive  centre,  had 
escaped  damage  in  a  remarkable  way,  and,  on  section, 
the  grey  matter  of  the  extra-ventricular  corpus  striatum 
was  seen  not  to  have  been  reached. 

It  is  to  lesion  of  the  longitudinal  commissural  fibres 
that  I  attribute  the  loss  of  nouns,  as  cutting  off  the  naming 
centre  from  the  motor  speech  apparatus.  Those  who  have 
looked  upon  the  island  of  Reil  as  the  seat  of  the  cell  and 
fibre  mechanism  of  speech  may  of  course  claim  the  case  as 
supporting  their  view. 
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There  are  other  remarkable  facts  observed  in  connec- 
tion with  loss  of  speech  the  significance  of  which  has  not 
yet  been  fathomed,  which  I  therefore  venture  to  mention 
briefly.  One  of  these  is  the  retention  of  the  power  of 
saying  numbers  when  no  other  word  can  be  said  except 
"  yes  "  and  "  no/3  and  perhaps  an  interjectional  exclama- 
tion. A  patient,  admitted  into  St.  Mary's  Hospital  for 
right  hemiplegia  and  loss  of  speech,  diagnosed  as  due  to 
haemorrhage,  while  unable  to  say  anything  but  "  yes " 
and  "no"  could  count  up  to  twenty,  could  say  at  once 
how  many  pence  there  were  in  a  shilling  and  how  many 
shillings  in  a  pound,  and  named  without  hesitation  the 
number  of  coins  shown  to  him  ;  now  and  then  he  would 
say  not  only  "  two 33  or  "  five/'  but  "  two  shillings"  or 
"  five  shillings,"  being  utterly  unable  to  say  "  shillings  33 
when  told  to  repeat  the  word  ;  the  numeral  dragged  with 
it  the  noun.  He  would  say  "  two  and  six  33  when  shown 
this  amount,  but  never  could  be  got  to  say  C(  half  a  crown." 

A  man  now  attending  from  time  to  time  and  who  has 
been  under  observation  for  five  or  six  years,  can  say  only 
"  yes  "  and  "  no  33  or  sometimes  indistinctly  what  is  evi- 
dently "  No,  I  can't."  He  cannot  even  repeat  " no 33 
when  told  to  do  so  after  he  has  just  given  that  answer, 
the  word  being  said  over  and  over  again  for  him  to 
imitate.  Once  or  twice  after  prolonged  effort  he  has  given 
it  up  in  despair  with  a  negative  shake  of  the  head  and 
saying  "  No,  I  can't."  This  patient  till  quite  recently 
could  count  up  to  twenty  but  never  beyond,  and  he  some- 
times got  confused  at  twelve  and  thirteen.  He  has  always 
been  able  to  tell  us  the  number  of  spokes  in  a  wheel 
(he  is  a  wheelwright),  twelve  or  fourteen,  by  counting  up 
to  the  number  and  then  stopping.  He  will  give  the 
number  of  coins  shown  to  him,  counting  inaudibly  but 
visibly.  He  writes  numbers  in  figures  much  more  promptly 
than  he  says  them  and  without  preliminary  counting,  as, 
for  example,  the  number  of  fits  he  has  had,  the  number 
of  weeks  since  he  came  to  the  hospital,  the  amount  of 
his   earnings,  &c.     He  usually  gives  these  answers  by 
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writing  the  figures  on  the  palm  of  his  hand,  and  he  can 
count  in  writing  up  to  thirty,  forty,  &c.  He  cannot  write 
"yes"  or  "no,"  but  he  has  been  taught  to  write  some- 
thing like  "  Tring,"  to  which  place  he  has  recently  removed 
from  town.  He  can  show  numbers  up  to  ten  on  his 
fingers.  Except  numbers  and  the  two  or  three  other 
words  mentioned,  he  cannot  say  a  single  word,  and  if  told 
to  repeat  the  alphabet  makes  futile  attempts  and  often 
begins  to  count. 

Such  cases  as  these  are  not  mere  curiosities  nor  are 
they  very  great  rarities.  Other  illustrations  have  come 
under  my  observation,  and  during  a  visit  to  St.  Mary's 
Hospital  Professor  Gairdner  described  a  case  corresponding 
so  exactly  with  the  second  of  those  just  given  that,  the 
patient  entering  the  ward  at  the  time,  I  was  able  to  say, 
"  Why,  here  is  your  patient." 

Provision  will  have  to  be  made  for  them  in  any  com- 
plete scheme  of  the  mechanism  of  speech  and  thought. 
The  explanation  cannot  lie  in  any  distinction  between 
emotional  and  intellectual  expression  such  as  is  supposed 
to  account  for  the  utterance  of  oaths  and  interjections,  and 
the  retention  of  yes  and  no  when  no  other  words  can  be 
spoken.  Number  is  an  elementary  abstract  conception, 
and  the  idea  of  number  is  arrived  at  by  a  different  process 
from  that  by  which  the  formation  of  ideas  of  concrete 
objects  is  accomplished.  In  numerical  computations  our 
thoughts  are  turned  inwards,  so  to  speak,  while  in  matters 
of  form,  &c,  they  are  projected  outwards.  It  is  probably 
in  relation  with  this  difference  that  numbers  can  be 
spoken  and  written  when  no  other  words  can.  There  is 
every  reason  to  believe  that  in  the  cases  cited  the  third 
left  frontal  gyrus  is  destroyed,  and  it  is  inconceivable 
that  a  small  portion,  concerned  only  with  figures,  should 
be  spared. 

As  has  been  stated  in  previous  communications,  the 
writer  is  of  opinion  that  the  corpus  striatum  intervenes 
between  the  hemisphere  and  the  nerve  nuclei  in  the 
medulla  and  cord  in  language  as  in  the  movements  of  the 
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limbs,  and  that  groups  of  cells,  representing  words  as 
mere  motor  processes,  are  formed  or  arranged  in  this 
ganglion,  which  are  employed  in  the  utterance  of  speech 
by  higher  centres  in  the  cortex — by  the  third  left  frontal 
for  ordinary  intellectual  expression — while  they  are  evi- 
dently reached  from  some  other  centres  and  set  in  action 
as  emotional  manifestations,  and  possibly  in  yet  another 
way  when  numbers  are  concerned. 

Singular  complications  again  sometimes  arise  when 
reading  and  writiug  are  included  in  the  consideration  of 
affections  of  speech. 

In  a  case  which  was  made  the  subject  of  a  communi- 
cation to  (  Brain/  the  patient  perused  his  newspaper  regu- 
larly and  with  all  the  marks  of  intelligent  interest.  He 
understood  it  also,  for  he  went  to  the  sister  in  a  state  of 
great  excitement  to  tell  her  of  the  failure  of  a  firm  with 
which  he  had  business  relations,  carrying  the  paper  in  his 
hand  and  pointing  out  the  announcement  ;  and  he  could 
always  find  a  given  paragraph  when  asked  to  do  so  as  a 
test.  When,  however,  he  was  asked  to  read  aloud  the 
result  was  gibberish.  The  following  passage  was  selected  : 
— "  You  may  receive  a  report  from  other  sources  of  a 
supposed  attack  on  a  British  Consul-General.  The  affair, 
however,  is  utterly  unworthy  of  consideration.  No  out- 
rage was  even  intended,  and  the  report  is  due  to  mis- 
representation of  the  facts.  The  Odessa  line  is  again 
working  properly It  was  read  slowly  and  in  a  jerky 
manner,  as  nearly  as  it  could  be  taken  down  thus  : — ({  So 
sur  wisjee  coz  wenement  ap  ripsy  fro  fruz  fenement  wiz  a 
secona  coz  foz  no  sophias  a  thu  freehled  pothy  conollied. 
This  affaise  eh  oh  cout  oh  curly  of  consequences.  Uce 
sudos  val  oh  esses  entain  ah  thee  enepol  a  oh  dee  ah 
messequence  oh  coz  foz.  The  assoil  lens  a  puff  pifl  miss 
corres  porety." 

It  was  evidently  an  effort  to  read  aloud,  requiring  close 
attention,  and  he  read  seriously  and  steadily,  apparently 
unconscious  of  the  absurdity  of  his  utterances  (probably 
because  he  was  too  intent  on  his  task),  till  he  was  inter- 


ON   A   PARTICULAR   FORM   OF  AMNESIA. 


263 


rupted  by  laughter  which  it  was  impossible  to  restrain,  in 
which  he  usually  joined. 

When  asked  to  copy  a  sentence  he  wrote  the  short 
words  quickly  and  in  a  good  hand,  but  a  long  word  he 
took  down  slowly,  letter  by  letter,  in  large  schoolboy 
characters,  usually  accurately,  but  as  he  wrote  each  letter 
he  named  it  aloud  and  always  wrongly ;  he  always,  how- 
ever, gave  it  the  name  of  some  letter  or  other,  and  not  a 
name  of  his  own  invention. 

In  another  case  of  a  woman,  the  following  verses  taken 
from  a  book  which  the  patient  had  been  reading  were 
taken  down  as  read  aloud : 

First  reading. 

In  litis  deep  its  steepest  tree 

Under  a  spreading  chestnut  tree 

In  villi  small  and  sound  j 

The  village  smithy  stands ; 

The  simist  and  the  smallest  man  in  this  is  he, 

The  smith  a  mighty  man  is  he, 

He  that  that  sinneth  abands, 

With  large  and  sinewy  hands, 

And  the  music  of  this  biggy  hands 

And  the  muscles  of  his  brawny  arms 

{Those  are  this  who  are  and  is  is  abr. 
Are  strong  as  iron  bands. 
Are  those  who  is  imin  abanded. 

Second  reading. 

Then  is  speedily  and  cheery  tree 

The  villi  small  and  stern ; 

The  smallest  and  the  mightiest  man  is  he 

There  is  large  and  singing  hands, 

This  is  the  smallest  voice 

Are  arm  of  those  who  is  the  ini  hands. 

Another  interesting  case  may  be  added  where  writing 
alone  was  affected.  The  patient,  the  editor  of  a  paper, 
was  seen  with  Mr.  Archer,  of  Avenue  Road,  in  January, 
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1881.  A  week  or  ten  days  before,  during  convalescence 
from  bronchitis,  lie  bad  found,  while  trying  to  make  up 
some  accounts,  that  he  could  not  write  what  he  wanted, 
and  this  continued.  In  all  other  respects  his  intellectual 
powers  were  unaffected.  He  was  tested  in  this  way. 
First  he  was  asked  to  copy  a  few  lines  from  a  book,  which 
he  did  rather  badly,  putting  in  two  "  that's."  He  was 
then  requested  to  dictate  a  note  to  Mr.  Archer  begging 
him  to  make  an  appointment  with  me.  This  he  did 
promptly  and  fluently  as  follows  : — "  My  dear  Sir,  I  shall 
feel  much  obliged  if  you  will  have  the  goodness  to  make 
an  early  appointment  with  Mr.  Broadbent."  Finally,  he 
was  asked  to  write  a  note  to  the  same  effect.  He  took  a 
considerable  time  over  it,  with  the  following  result  : — 
"  Thursday,  27th  January.  My  dear  Mr.  Archbent,  I 
dear  Sir,  I  am  thirty  feel  myself  I  think  myself  better 
though  to  some  respects  that  I  have  respect  in  some 
respects  someferred  from  those  fured,  &c.  Yours  very 
truly."  He  asked  anxiously  if  it  was  right  and  if  there 
was  any  mistake  in  it. 

It  is  not  proposed  to  discuss  these  affections  of  the 
faculty  of  reading  and  writing.  They  are  briefly  placed 
on  record,  together  with  the  case  which  forms  the  principal 
subject  of  this  paper,  partly  on  account  of  their  intrinsic 
interest,  and  partly  as  showing  that  the  relation  of  cere- 
bral lesions  to  affections  of  speech  is  a  subject  by  no 
means  exhausted,  and  as  furnishing  material  which  may 
contribute  to  the  elucidation  of  the  problem.  It  might, 
however,  be  shown  how  they  fall  into  their  places  in  the 
hypothetical  scheme  to  which  reference  has  been  made. 
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E.  J — ,  set.  34,  was  admitted  into  Guy^s  Hospital  on 
March  8th,  1876,  under  the  care  of  Dr.  Pavy,  by  whose 
kind  permission  I  have  made  the  following  extract  from 
the  notes  which  were  taken  during  her  stay  in  the 
hospital : 

She  had  enjoyed  the  best  of  health  all  her  life,  and  had 
suffered  from  nothing  more  serious  than  some  vaginal 
discharge  and  irregularity  of  menstruation.  She  had  been 
married  ten  years,  and  had  had  neither  children  nor  mis- 
carriages. Three  weeks  before  admission  she  was  in  her 
ordinary  health,  when  suddenly  she  felt  giddy,  faint,  and 
very  sick.  These  symptoms  passed  off,  but  returned  with 
equal  suddenness  on  the  following  day.  She  likewise  had 
twitching  of  the  left  arm  and  left  side  of  the  face,  she 
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foamed  at  the  mouth,  was  generally  convulsed,  and  lost 
consciousness.  She  remained  unconscious  for  four  days, 
and  on  coming  to  herself  found  that  she  was  completely 
paralysed  and  could  feel  nothing  on  the  left  side.  She 
stated  that  little,  if  any,  change  had  occurred  in  her 
condition  up  to  the  time  of  her  admission  into  the 
hospital. 

It  was  then  found  on  examination  that  she  was  com- 
pletely paralysed  in  the  left  arm  and  leg  ;  the  left  angle 
of  the  mouth  drooped,  and  the  tongue  was  protruded  to 
the  left.  On  frowning  and  closing  her  eyes  the  muscles 
on  the  right  acted  much  more  energetically  than  those  on 
the  left,  and  when  she  whistled  or  laughed  the  mouth  was 
drawn  to  the  right. 

In  addition  to  this  it  was  found  that  there  was  dimness 
of  vision  in  the  left  eye  almost  amounting  to  complete 
blindness,  though  the  patient  said  she  saw  perfectly 
before  the  attack.  Hearing  was  good  in  the  right  ear, 
but  almost  absent  in  the  left.  Common  sensation  and 
taste  existed  on  the  right  half  of  the  tongue,  but  not  on 
the  left,  and  there  was  complete  general  ansesthesia  of  the 
left  half  of  the  body,  affecting  both  the  limbs  and  trunk. 
The  sphincters  were  under  the  patient's  control.  The 
muscles  of  the  eyeball  were  unaffected,  the  pupils  equal, 
and  the  optic  discs  normal.  Speech  was  but  slightly 
altered.  A  systolic  murmur  was  heard  all  over  the 
cardiac  area.  Pulse  was  76  and  weak,  and  the  tempera- 
ture on  both  sides  about  equal.     The  urine  was  normal. 

No  marked  improvement  was  noticed  in  her  condition 
until  March  15th,  i.e.  about  four  weeks  after  her  illness 
commenced,  when  there  was  some  evidence  of  returning 
sensation,  the  sight  of  the  left  eye  was  much  improved, 
and  the  tongue  diverged  less  to  the  left. 

On  March  20th  she  could  taste  and  feel  with  either  side 
of  her  tongue,  but  both  sensations  were  less  distinct  in 
the  left  half  than  in  the  right. 

On  March  24th  it  was  noted  that  she  was  irritable, 
stupid,  remembering  but  little  that   was  told  her,  but 


MIDDLE    CEREBRAL  ARTERY. 


267 


having  a  much  better  memory  for  distant  events.  The 
anaesthesia  of  left  side  was  less  marked. 

On  April  1st  she  could  execute  some  slight  movements 
with  her  leg,  and  her  general  health  was  good. 

On  April  3rd,  i.e.  about  six  and  a  half  weeks  after  the 
commencement  of  her  illness,  there  was  still  more  improve- 
ment in  the  power  of  the  left  leg,  but  the  arm  was  as 
motionless  as  at  first.  Sight  and  hearing  were  completely 
restored. 

After  this  changes  occurred  but  very  slowly.  The  arm 
was  found  on  May  10th  to  have  gained  a  little  power,  and 
sensation  had  quite  returned  all  over  the  left  side. 

On  May  31st  she  was  getting  about  a  little  by  herself, 
as  the  leg  was  much  stronger,  though  the  left  arm  was 
almost  powerless. 

On  June  14th  the  patient  returned  home,  about  four 
months  after  the  commencement  of  her  illness,  with  the 
left  arm  almost  useless,  but  with  very  fair  power  in  the 
leg. 

Seven  years  later,  on  May  7th,  1883,  the  patient,  aet. 
41,  was  admitted  into  St.  Thomas's  Hospital  under  the 
care  of  Dr.  Harley,  on  account  of  difficulty  of  breathing 
and  precordial  pain.  She  was  thin,  breathing  rapidly, 
and  expectorating  whitish  mucus.  All  over  the  cardiac 
area  was  heard  a  loud  double  murmur,  most  intense  just 
to  the  left  of  the  sternum.  There  were  also  signs  of 
general  bronchitis  and  of  oedema  of  the  base  of  the  right 
lung.  The  liver  was  somewhat  enlarged,  the  bowels  con- 
stipated, and  the  urine  contained  albumen.  The  arteries 
were  thick  and  the  pulse  104. 

Dr.  Hadden,  the  registrar,  made  the  following  note  : 
"  The  fingers  of  the  left  hand  are  partially  flexed  on 
the  palm  and  decidedly  stiff.  The  skin  over  the  backs  of 
the  fingers  is  whiter  and  more  glistening  than  it  is  on  the 
right  hand.  The  grasp  on  the  left  is  feeble  and  there  is 
rigidity  of  the  flexors  of  the  forearm  and  arm.  The 
tendon-reflexes  are  very  brisk  in  the  left,  but  are  hardly 
obtainable  in  the  right  arm.     The  left  leg  is  somewhat 
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rigid,  the  patella  tendon-reflex  brisk,  and  there  is  slight 
ankle-clonus.  The  tongue  is  protruded  straight.  Slight 
paresis  is  observed  in  the  muscles  on  the  left  side  of  the 
face.  There  is  no  loss  of  sensation.  On  casual  exami- 
nation at  the  bedside  the  left  eye  appears  to  be  sound, 
and  there  is  no  hemianopia  or  colour-blindness.  Tested 
with  a  watch,  hearing  found  to  be  sharp  and  equal  on  the 
two  sides." 

The  patient  died  somewhat  suddenly  on  May  17th. 

The  husband  informed  me  that  from  the  period  of  her 
attack,  seven  years  before  her  death,  she  had  been  weak- 
minded  and  queer,  doing  unaccountable  things  such  as 
she  had  never  done  before,  but  that  she  remained  a  good- 
tempered,  hardworking,  and  affectionate  wife. 

On  post-mortem  examination  marked  aortic  disease 
(ulcerative  endocarditis)  was  found,  and  there  was  great 
cardiac  hypertrophy,  the  heart  weighing  17J  oz.  The 
lungs  were  hyperasmic  and  cedematous  at  the  base,  and 
the  lower  portion  of  the  right  was  semisolid. 

The  liver  showed  slight  congestion  in  the  centres  of  the 
lobules  ("  nutmeg  ") . 

The  kidneys  weighed  11  oz.,  the  capsule  was  thick 
and  adherent,  the  substance  very  firm,  and  the  surface 
granular. 

The  spleen  was  hard  and  its  capsule  thick. 

Brain. — Great  excess  of  subarachnoid  fluid  was  present, 
which  dripped  freely  away  during  the  removal  of  the 
brain  from  the  cranial  cavity.  In  the  region  of  the  right 
temporo-sphenoidal  lobe  and  inferior  parietal  convolutions 
the  membranes  were  bagged  out  with  clear  serum,  and 
there  was  evidently  some  defect  in  the  substance  of  the 
brain  at  that  spot.  On  rough  examination  it  appeared 
that  the  greater  part  of  the  temporo-sphenoidal  lobe, 
together  with  the  convolutions  which  form  the  upper 
margin  of  the  Sylvian  fissure,  had  been  absorbed,  and  that 
nothing  remained  but  brownish-yellow  debris.  The  unci- 
nate and  superior  occipitotemporal  gyri  appeared  to  be 
normal.     All  the  cerebral  nerves  appeared  to  be  similar 
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on  the  two  sides.  The  ordinary  descending  sclerosis  of 
the  postero-lateral  region  of  the  spinal  cord  and  of  the 
coloumn  of  Tiirck  could  be  seen. 

After  the  brain  had  been  hardened  in  alcohol  a  more 
careful  examination  of  it  was  made. 

It  was  seen  that  the  right  hemisphere  was  very  much 
smaller  than  the  left,  and  the  reduction  was  rather  in 
bulk  than  in  length ;  the  extremities  of  the  two  hemi- 
spheres were  nearly  level.  The  transverse  diameters, 
however,  were  very  different.  In  the  region  of  the  fissure 
of  Eolando  the  left  hemisphere  measured  two  and  a  half 
inches  across,  the  right  an  inch  and  a  half.  The  vertical 
measurement  through  the  right  hemisphere  was  also  much 
less  than  that  through  the  left. 

The  convolutions  affected  were  those  supplied  by  the 
Sylvian  artery,  viz.  the  inferior  frontal,  the  external  por- 
tion of  the  orbital,  the  lower  half  of  the  two  central  con- 
volutions, the  inferior  parietal  lobule,  the  convolutions  of 
the  island  of  Reil,  the  angular  gyrus,  the  inferior  and 
middle  temporo-sphenoidal,  and  part  of  the  inferior  occipito- 
temporal convolutions. 

These  convolutions  had  completely  disappeared,  and  a 
depressed,  ill-defined,  loose  mass  of  a  yellow  colour 
remained.  This  consisted  of  the  pia-arachnoid  membrane, 
vessels,  and  shapeless  granular  debris,  the  relics  of  better 
things. 

The  two  frontal  convolutions  which  remained  were 
smaller  than  those  of  the  opposite  side,  but  otherwise 
appeared  to  be  unchanged.  The  upper  halves  of  the  two 
central  or  ascending  convolutions  were  very  much  atro- 
phied, but  they  were  not  completely  destroyed  like  the 
other  parts  supplied  by  the  middle  cerebral  artery. 

The  pari eto- occipital  fissure  was  three  quarters  of  an 
inch  in  advance  of  its  fellow,  i.e.  three  quarters  of  an  inch 
nearer  the  anterior  extremity  of  the  hemisphere,  but  the 
occipital  lobe  on  the  right  was  certainly  not  smaller  than 
that  on  the  left.  It  had  apparently  merely  come  forward 
to  fill  up  the  gap  caused  by  the  atrophy  of  the  central 
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convolutions.  The  right  half  of  the  cerebellum  appeared 
to  be  somewhat  smaller  than  the  left. 

The  optic  thalamus  on  the  right  was  much  smaller  in 
all  dimensions  than  its  fellow  on  the  left.  The  anterior 
portion  of  the  corpus  striatum  on  the  left  was  little  if  at 
all  larger  than  that  on  the  right,  but  this  may  have  been 
due  to  a  reduction  in  size  of  the  left  nucleus  caudatus  from 
disease,  as  there  was  an  old  cicatrix  in  it  seen  on  section. 
The  right  lenticular  nucleus  was  very  markedly  atrophied. 
Both  corpora  quadrigemina  were  smaller  on  the  right  side 
than  on  the  left.  The  right  half  of  the  pons  and  the 
right  pyramid  were  much  reduced  in  size. 

On  examining  a  horizontal  section  passing  through  the 
island  of  Reil,  corpus  striatum,  and  optic  thalamus  on  the 
two  sides,  and  exposing  the  third  and  lateral  ventricles,  it 
was  seen  that  the  measurement  from  the  intra- ventricular 
aspect  of  the  basal  ganglia  to  the  outer  surface  of  the 
convolutions  of  the  island  of  Reil  on  the  right  was  not 
much  more  than  one  third  of  that  on  the  left,  and  that  the 
intra- ventricular  parts  both  of  the  corpus  striatum  and  of 
the  optic  thalamus  had  suffered  least. 

The  anterior  cerebral  artery  on  the  right  as  far  as  the 
anterior  communicating  artery  was  larger  than  that  on 
the  left,  beyond  that  point  they  were  almost  equal. 

The  Sylvian  artery  on  the  right  and  some  of  its 
branches  contained  rather  hard  red  clot,  some  were 
empty.     Most  of  those  on  the  left  side  were  empty. 

Remarks. — This  case  is  clearly  one  of  embolism  of  the 
right  middle  cerebral  artery  occurring  seven  years  before 
death,  and  resulting  in  subsequent  absorption  of  those 
parts  of  the  brain  which  are  supplied  by  it.  The  points 
of  greatest  interest  appear  to  be  : 

1.  The  complete  absorption  of  so  large  a  portion  of  one 
cerebral  hemisphere  without  fatal  results,  the  patient 
being  left  a  useful  member  of  society. 

2.  That  although  there  was  sudden  loss  both  of  motion 
and  of  special  as  well  as  of  common  sensation  on  the 
opposite  side  of  the  body,  the  loss  of  motion  alone  was 
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permanent  ;  while  the  lesion  of  those  parts,  which  the 
early  symptoms  proved  to  be  sensory  in  their  function,  did 
not  give  rise  to  an  incurable  hemianassthesia.  On  the 
contrary,  the  patient  gradually  and  completely  recovered 
common  sensation,  sight,  hearing,  taste,  and  smell,  though 
loss  of  power  remained. 

The  great  destruction  of  the  basal  ganglia  and  internal 
capsule,  as  well  as  of  many  convolutions  which  are  sup- 
posed to  have  special  functions,  renders  this  case  useless 
for  purposes  of  cortical  localisation.  Still  some  important 
conclusions  may  be  drawn  from  it,  viz.  : 

1.  That  if  the  angular  gyrus  and  superior  temporo- 
sphenoidal  convolution  be  respectively  connected  with 
sight  and  hearing  on  the  opposite  side  of  the  body,  their 
destruction  does  not  involve  permanent  loss  of  these 
special  senses.  Such  an  inference  agrees  with  the  results 
of  experimental  removal  of  the  angular  gyrus,  an  opera- 
tion which  has  been  found  to  produce  crossed  amblyopia, 
from  which  the  animal  soon  recovers. 

2.  That  each  hemisphere  is  specially  connected  with 
the  sight  of  the  opposite  eye.  In  a  recent  paper  by  Dr. 
Allen  Starr,1  on  the  visual  area  in  the  brain,  the  writer 
adopts  the  statement  of  Mauthner,  made  in  1881,  that 
"  there  is  no  case  well  authenticated  in  which  lesion  of  one 
hemisphere  has  produced  blindness  in  the  opposite  eye  ;  " 
and  he  concludes  that  "when  a  lesion  of  one  hemisphere 
involves  the  optic  fibres,  at  any  point,  partial  blindness 
of  both  eyes,  and  not  blindness  of  the  opposite  eye  is 
produced." 

Although  I  have  seen  cases  where  hemiplegia  with 
hemianassthesia  including  loss  of  sight  and  other  special 
senses  occurred  on  the  same  side  of  the  body,  and  where 
a  lesion  of  the  opposite  hemisphere  appeared  to  be  the  cause 
of  all,  I  have  never  before  had  the  opportunity  of  verifying 
the  fact  at  a  post-mortem  examination.  As  very  careful 
notes  of  this  case  were  made  at  Guy's,  and  on  examination 

1  '  American  Journal  of  the  Medical  Sciences,'  January,  1884 :  abstract  in 
«  Med.  Times  and  Gazette,'  March  22nd,  1884. 
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the  left  eye  was  found  to  be  amblyopic  and  the  right  not, 
the  conclusion  that  each  hemisphere  has  a  more  special 
connection  with  the  opposite  retina  than  with  that  on  the 
same  side  seems  to  me  to  be  legitimate. 

3.  The  case  also  supports  the  conclusion  which  other 
clinical  and  experimental  observations  very  strongly 
suggest,  that  sensation — whether  common  or  special — on 
each  side  of  the  body  is  not  so  indissolubly  connected  with 
certain  definite  areas  of  the  opposite  hemisphere  as  is  the 
case  with  motion.  For  the  patient  gradually  recovered 
from  her  hemianesthesia,  notwithstanding  the  destruction 
of  those  regions,  disease  of  which  originally  gave  rise  to 
it ;  a  fact  which  shows  that  other  parts,  either  of  the 
same  or  of  the  opposite  side  of  the  brain,  were  capable  of 
completely  restoring  the  lost  functions. 

It  may  be  said  that  this  is  not  a  necessary  inference 
with  regard  to  common  sensation,  since  the  hippocampal 
convolution  was  intact  and  a  sufficient  number  of  conducting 
fibres  may  have  so  far  recovered  that  their  functions  could 
be  re-established.  Such  an  objection,  however,  is  not 
valid  as  regards  sight  and  hearing,  since  the  convolutions 
specially  connected  with  these  senses  were  destroyed. 


DESCRIPTION  OF  PLATES  VIII  and  IX. 

Embolism  of  the  Right  Middle  Cerebral  Artery  producing  Left 
Hemiplegia  and  Hemianesthesia  (Seymour  J.  Sharkey). 

Plate  VIII. 

Fig.  1. — View  of  the  Vertex  of  the  Brain. 
,,    2. — View  of  the  Base  of  the  Brain. 

Plate  IX. 

Fig.  1. — Lateral  view  of  Left  Hemisphere. 
„     2.— Lateral  view  of  Right  Hemisphere. 


Plate  IX. 
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It  has  repeatedly  occurred  to  me,  in  taking  care  of  cases 
of  parametric  inflammation,  to  be  much  more  alarmed  at  the 
evidence  of  renal  disorder  offered  by  copious  albuminuria 
than  by  the  more  striking  parametric  affection.  In  a 
recent  example  of  psoas  parametric  abscess  this  occurred, 
the  urine  showing  half  albumen  on  boiling,  and  the  woman 
having  a  puffy  face  and  other  symptoms  attributable  to 
the  renal  disturbance.  In  this  prolonged  case  the  abscess 
was  opened  in  the  right  groin.  It  healed  rapidly,  and,  as 
it  healed,  the  albumen  disappeared. 

I  therefore  resolved,  having  the  able  and  willing  co-oper- 
ation of  my  resident  assistant  at  St.  Bartholomew's  Hospital, 
Dr.  Hurry,  to  make  use  of  my  notes  of  cases  of  perimetritis 
and  parametritis  occurring  there,  with  a  view  to  elucidating 
the  connection  between  these  diseases  and  albuminuria. 

Finding  the  records  of  "  Martha  "  in  sufficiently  good 
order  from  the  beginning  of  1881,  Dr.  Hurry  made  extracts 
of  32  cases  of  perimetritis  and  21  of  parametritis,  53 
in  all. 
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In  order  to  dispose  at  once  of  the  32  cases  of  perime- 
tritis I  shall  now  mention  the  remarkable  restriction  of 
the  albuminuria  to  the  parametritic  cases.  Among  the  32 
perimetritic  cases  there  was  uot  one  of  the  kind  of 
albuminuria  of  which  I  here  treat.  In  24  of  the  32  cases 
no  albumen  was  found.  In  5  there  was  found  only  a  trace, 
such  as  may  be  accounted  for  by  the  admixture  of  a  small 
quantity  of  vaginal  discharge.  In  the  remaining  3  there 
was  found  albumen  in  considerable  quantity,  but  also  pus 
in  quantity  sufficient  to  account  for  the  albumen  ;  and 
this,  in  all  these  cases,  without  cystitic  symptoms,  the  urine 
being  acid,  the  pus  being  discharged  into  the  bladder  from 
a  perimetric  abscess. 

It  should  be  remarked  that  the  diagnosis  of  perimetric 
from  parametric  phlegmon  and  abscess  is  not  always  quite 
secure  ;  and  it  was  premature  to  use  this  albuminuria  as 
an  important  aid  in  the  distinction .  Parametric  phlegmon 
or  inflammatory  swelling  in  the  pelvic  cellular  tissue  orig- 
inating in  uterine  injury  or  disease,  and  parametric  abscess 
or  a  collection  of  pus  under  the  same  conditions,  are  dis- 
tinguished from  perimetric  phlegmon  and  abscess,  or 
inflammation  of  and  abscess  within  the  peritoneum  with 
great  assurance.  The  indications  are  derived  from  the 
situation  of  the  swelling,  its  relations,  the  direction  of  its 
spreading,  the  place  of  bursting,  and  the  presence  or 
absence  of  retraction  of  the  thigh.  In  10  of  the  21  cases 
of  parametritis  the  thigh  was  retracted.  But  although  the 
diagnosis  is  in  most  cases  secure  I  cannot  ask  for  implicit 
faith  in  it  as  made  in  the  53  cases,  to  which  reference  is 
made  in  this  paper.  In  all  of  them,  however,  the  actual 
diagnosis  was  made  and  written  before  the  investigation  was 
thought  of,  and  without  using  albuminuria  as  an  element 
in  it — a  use  which'  I  shall,  in  future,  feel  justified  in 
making. 

In  11  of  the  21  parametritic  cases  there  was  albumen 
in  the  urine.  In  4  of  these  11  cases  there  was  also  pus 
in  the  urine,  and  these  4  cases  I  exclude  from  the 
category  available  for  the  present  discussion,  the  albu- 
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minuria  being  explained  by  the  presence  of  pus  :  another 
case  I  exclude  because  the  quantity  of  albumen  was  a 
trace.  There  are  thus  left  16  cases  of  parametritis 
without  complication,  and  of  these  16  cases  6  had  albu- 
minuria, or  37 \  per  cent. 

In  all  of  these  6  cases  the  albumen  was  in  considerable 
quantity,  from  about  one-tenth  to  above  one  half ;  in  1 
case  the  urine  on  boiling  was  nearly  solid. 

In  all  the  cases  the  urine  had  acid  reaction ;  and  the 
specific  gravity  varied  from  1015  to  1030. 

In  6  of  the  16  cases  the  parametritis  ended  in  abscess  ; 
and  of  the  6  cases  with  albuminuria  3  ended  in  abscess, 
the  termination  in  abscess  thus  seeming  to  involve  in- 
creased liability  to  albuminuria. 

In  all  of  the  cases  the  albumen  gradually  diminished 
as  convalescence  from  the  parametritis  was  established. 
In  4  it  completely  disappeared  before  the  patients  left  the 
hospital.  In  2  (in  1  of  which  the  albumen  had  been  one 
quarter,  and  in  the  other  the  urine  became  nearly  solid  on 
boiling)  the  disappearance  was  very  nearly  completed  at 
the  time  of  leaving  the  hospital. 

The  21  parametritic  cases  were,  with  one  exception, 
puerperal.  There  is  nothing  extraordinary  in  this  pre- 
ponderance of  puerperal  cases  ;  and  the  occurrence  of 
albumen  in  the  single  non-puerperal  case  is  important  as 
indicating  that  the  renal  disorder  is  not  confined  to  puer- 
peral cases. 

The  albuminuria  in  these  parametritic  cases  was  too 
copious  to  be  accounted  for  by  vesical  irritation  ;  and 
besides,  there  was  no  vesical  irritation  in  any  of  the 
cases,  no  cystitis,  no  symptoms  of  cystitis.  The  cases  in 
which  pus  was  found  in  the  urine  are,  as  already  said, 
excluded  from  the  category  under  discussion. 

In  a  footnote  (p.  23)  to  my  translation  of  Braun's 
chapter  on  Uraemic  Convulsions,  published  in  1857,  it  is 
said  :  "  I  have  lately  been  able,  in  several  cases,  to 
attribute  the  occurrence  of  slight  and  temporary  attacks 
of  nephritis,  in  the  early  weeks  of  suckling,  to  exposure 
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to  cold.  These  attacks  have  been,  in  some  cases,  accom- 
panied by  all  the  symptoms  of  a  weid,  and  followed  by 
slight  oedema  of  the  ankles  and  legs.  In  all  the  cases 
the  urine  presented  fibrin  cylinders  under  the  micro- 
scope, and  was  in  some  proved  to  be  albuminous. " 
This  extract  I  make  because  it  might  be  supposed  that 
the  albuminuria  and  the  parametric  inflammation  were 
both  the  results  of  the  same  cause  in  the  cases  under 
discussion.  That  it  was  so  I  know  of  nothing  in  the 
history  of  the  cases  to  lead  me  to  believe ;  and  there  are 
strong  arguments  against  the  view.  Thus,  the  albumi- 
nuria of  the  parametritic  cases  was  without  casts  except 
in  one  ;  the  albuminuria  occurred  in  the  case  that  was 
not  puerperal  in  its  origin  or  history ;  the  albuminuria 
was  long  continued,  persisting  during  the  parametritis  ; 
lastly,  the  albuminuria  disappeared  with  the  parametritis. 
It  is,  therefore,  highly  probable  that  the  albuminuria  is 
associated  with  the  parametritis,  as  a  consequence,  and 
not  caused  by  the  cause  of  the  parametritis. 

This  albuminuria  cannot  be  confused  with  that  result- 
ing from  prolonged  suppuration  ;  for  in  one  half  of  the 
cases  there  was  no  suppuration,  in  the  rest  the  suppuration 
was  of  short  continuance,  and  in  all  the  albuminuria 
diminished  rapidly  or  disappeared  with  convalescence. 

I  am  unable  to  suggest  any  sufficient  reason  for  the 
association  of  copious  albuminuria  with  this  special  inflam- 
mation, and,  so  far  as  I  know,  with  no  other.  But  the 
embryonic  proximity  of  the  kidneys  and  internal  genital 
organs  may  be  called  to  mind.  It  is  also  not  rare  to  find 
the  kidneys  aching,  and  sometimes  swollen  and  tender  as 
well  as  aching,  in  menstruating  women.  Further,  there  is  a 
well-known  tendency  of  parametric  inflammation  to  select, 
in  spreading,  the  direction  of  the  kidneys,  and  to  produce 
inflammation  of  cellular  tissue  with  or  without  abscess  in 
the  region  of  the  psoas  muscles  and  of  the  kidneys. 

Whatever  may  be  its  explanation,  it  is  important  to 
recognise  that  in  parametric  inflammations  there  is  a  ten- 
dency to  renal  mischief  as  evidenced  by  albuminuria. 


ON  THE 

WEIGHT  OF  THE  THYROID  BODY 

IN 

PERSONS  DYING  FROM  VARIOUS  CAUSES. 

BY 

STEPHEN  MACKENZIE,  M.D.,  OCR, 

PHYSICIAN  TO,  AND  LECTURER  ON  MEDICINE  AT,  THE  LONDON  HOSPITAL. 


(Received  May  29th— Read  June  10th,  1884.) 


The  size  of  the  thyroid  body  in  disease  has  recently 
assumed  considerable  importance  owing  to  a  probable  con- 
nection between  atrophy  and  destruction  of  this  body,  and 
myxcedema  and  certain  cretinoid  conditions. 

Comparatively  few  detailed  observations  appear  to  have 
been  made  as  to  the  weight  of  the  thyroid  body  in  general 
diseases  in  which  no  obvious  deviations  from  the  normal 
were  noticed  in  the  organ  during  life. 

In  the  years  1871  and  1872  I  made  a  number  of  obser- 
vations on  the  weight  of  the  thyroid  body  of  persons 
dying  in  the  London  Hospital.  The  observations  were 
nearly  consecutive  in  order,  and  made  irrespective  of  the 
cause  of  death.  They  show  also  the  age  and  sex  of  the 
patient,  the  weight  and  general  nutrition  of  the  body,  and 
the  cause  of  death. 

The  thyroid  body  was  carefully  dissected  from  its 
attachments,  freed  from  adventitious  tissues,  and  then 
weighed. 

I  think  it  better  simply  to  record  the  observations 
arranged  in  a  tabular  form  according  to  the  ages,  and  to 
withhold  any  inferences  until  a  larger  series  of  cases 
allows  of  safer  generalisation. 
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These  Indices  to  the  annual  volumes  are  made  on  the  same  principle  as, 
and  are  in  continuation  of,  the  General  Index  to  the  first  fifty -three  volumes 
of  the  '  Transactions.1  They  are  inserted,  as  soon  as  printed,  in  the  Library 
copy,  where  the  entire  Index  to  the  current  date  may  always  be  consulted. 


ABSCESS,  psoas,  direct  treatment  of,  with  caries  of  the  spine 
(F.  Treves)  .  .  .  .113 

Details  of  the  proposed  operation,  115-118;  account  of  three 
patients  on  whom  it  was  performed,  119-123  ;  pathological  circum- 
stances connected  with  the  operation,  124. 

Address  {Annual)  of  the  President  (John  Marshall,  F.E.S.), 
March  1st,  1884       .  .  .  '  .1 

ALBUMINURIA  with  parametritis  (J.  Matthews  Duncan) 

273 

Records  of  32  cases  of  perimetritis  and  21  of  parametritis  made 
by  Dr.  Hurry,  showing  the  restriction  of  albuminuria  to  the  para- 
metritic cases,  273-5. 

ALCOHOLIC  SPINAL  PAEALYSIS,  on  a  form  of  (W.  H. 
Broadbent)  .  .  .  .133 

Description  of  cases,  and  treatment,  133-140;  characters  and  pecu- 
liarities of  the  disease,  141-144. 

AMNESIA,  on  a  particular  form  of: — loss  of  nouns  (W.  H. 
Broadbent)  .  .  .  .249 

Description  of  case,  249-51 ;  post-mortem,  251-3  ;  account  of  a 
second  case,  253-5  ;  analysis  of  language  by  disease  of  the  brain, 
254-5 ;  part  played  by  third  left  frontal  gyrus  and  other  parts  of 
brain  in  articulate  speed),  255-7 ;  lesions  of  brain  in  first  case 
described,  258-9;  examples  of  affections  of  writing  and  speech, 
262-4. 

AMPUTATION,  high,  for  senile  gangrene  (J.  Hutchinson) 

91 

Conditions  under  which  the  operation  should  he  performed,  91-2 ; 
Mr.  Garlike's  ease,  93 ;  operation  first  proposed  by  Mr.  James,  of 
Exeter;  description  of  cases,  94-99. 
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ANEURISM,  spontaneous  inguinal,  in  a  boy  aged  twelve 
years  ;  for  which  the  external  iliac  artery  was  tied  :  with 
a  record  of  all  the  other  recorded  cases  of  external 
aDeurism  in  persons  under  twenty  years  of  age  (R.  W. 
Parker)      .  .  .  .  .51 

Previous  history  of  patient  and  condition  on  admission,  51-53 ; 
account  of  autopsy,  53-5  ;  general  remarks  on  the  case,  55  ;  table  of 
fifteen  cases,  57 ;  mode  of  production  of  aneurism  and  its  association 
with  embolism ;  opinions  of  Dr.  Kirkes,  Sir  W.  Gull,  Mr.  Holmes, 
Dr.  Church,  Dr.  Goodhart,  Dr.  Ponfick,  &c,  60-65. 

ARTERY,  external  iliac,  ligature  of,  in  case  of  spontaneous 
inguinal  aneurism  (R.  W.  Parker)  .  .  51 

—  right  middle  cerebral,  see  Embolism. 

ATROPHODERMA  PIGMENTOSUM,  see  Xeroderma  pig- 
mentosum. 

BISS,  Cecil  Y.,  M.A.,  M.D. 

On  the  treatment  of  pus-secreting  basic  cavities  of  the  lung 
by  the  method  of  paracentesis  and  free  drainage     .  217 

BRAIN,  absorption  of  a  large  portion  of  the  right  hemisphere, 
see  Embolism. 

—  see  Cerebral  Localisation. 

BROADBENT,  W.  H.,  M.D. 

On  a  form  of  alcoholic  spinal  paralysis       .  .  133 

On  a  particular  form  of  amnesia  :  loss  of  nouns        .  249 

CARIES  of  the  spine  :  direct  treatment  of  psoas  abscess  with 
(F.  Treves)  .  .  .  .113 

CAVITIES  of  the  lung,  see  Lung. 

CATLEY,  W.,  M.D.,  and  A.  Pearce  Gould. 

A  case  of  gangrene  of  the  lung  following  necrosis  of  the 
temporal  bone  the  result  of  scarlet  fever :  treatment  by 


drainage :  recovery    ....  209 

CEREBRAL  ARTERY,  right  middle,  see  Embolism. 

CEREBRAL  LOCALISATION,  a  review  and  forecast,  being 
the  Marshall  Hall  Prize  Oration  (David  Eerrier)    .  33 


Comparison  of  researches  of  Marshall  Hall  and  Flourens,  34; 
experiments  by  Prof.  Goltz  on  brain  of  dog,  36;  experiments  on 
brains  of  monkeys,  37 ;  conclusions  drawn  from  preceding  experi- 
ments, 39;  cortical  centres,  44;  application  of  cerebral  localisation 
to  treatment  of  cerebral  disease,  46. 
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CHAMFNETS,  Francis  Henry,  M.B. 

Addendum  to  third  communication  on  artificial  respiration 
in  stillborn  children ;  (mediastinal  emphysema  and  pneu- 
mothorax in  connection  with  tracheotomy)  .  101 

—  Fourth  communication  on  artificial  respiration  in  still- 
born children ;  certain  minor  points        .  .  105 

CHA  VASSE,  Thomas  F,  M.D. 

Neurectomy  of  the  second  division  of  the  fifth  nerve  .  145 

CHILDREN,  see  Stillborn  Children. 

CROCKER,  H.  Badcliffe,  M.D. 

Three  cases  of  xeroderma  pigmentosum  (Kaposi)  or  atropho- 


derma pigmentosum  ....  169 

DEFORMITY,  spinal,  three  forms  of  (W.  A.  Lane)      .  233 

DIGITALIS  GROUP,  investigations  into  the  action  of  the 
(S.  Ringer  and  H.  Sainsbury)  .  .  .67 


Influence  of  digitalis  on  the  circulation,  67-71 ;  mode  of  experi- 
mentation with  digitaline,  hariuru  chloride,  strophanthus,  scillitine, 
dyak  poison,  and  convallamarin,  71-77;  results  of  the  experi- 
ments, 77-90. 

DRAINAGE,  treatment  of  a  case  of  gangrene  of  the  lung  by  ; 
recovery  (W.  Cayley  and  A.  P.  Gould)  .  .  209 

—  free,  on  the  treatment  of  pus-secreting  basic  cavities 


of  the  lung  by  (C.  Y.  Biss)     .  .  .217 

Druitt,  Robert,  obituary  notice  .  .  .12 

DUNCAN,  J.  Matthews,  M.D.,  F.R.S. 

On  albuminuria  with  parametritis  .  .  273 


EMBOLISM  of  the  right  middle  cerebral  artery,  producing 
left  hemiplegia  and  heraiansesthesia  (S.  J.  Sharkey)  265 

History  of  patient  when  under  care  of  Dr.  Pavy  in  1876,  265-7 ; 
note  by  Dr.  Hadden  on  her  admission  into  St.  Thomas's,  1883, 
267-8 ;  account  of  post-mortem,  268-70 ;  remarks  ou  the  case  and 
conclusions  drawn  from  it,  270-2. 

EMPHYSEMA,  mediastinal,  in  connection  with  tracheotomy 
(F.  H.  Champneys)   .  .  .  .  101 

Evans,  George  Henry,  M.D.,  obituary  notice     .  .  2 

Fagge,  Charles  Hilton,  M.D.,  obituary  notice    .  .  9 

Farr,  William,  M.D.,  Honorary  Fellow,  obituary  notice    .  18 

FERRIER,  David,  M.D.,  LL.D.,  F.R.S. 

Cerebral  localisation,  a  review  and  forecast ;  being  the 
Marshall  Hall  Prize  Oration    .  .  .33 
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GANGRENE  of  the  lung,  treatment  by  drainage ;  recovery 
(W.  Cayley  and  A.  Pearce  Gould)  .  .209 

—  senile,  on  high  amputation  for  (J.  Hutchinson)  .  91 

GOULD,  A.  Pearce,  see  Cayley  and  Gould,  case  of  gangrene  of 
the  lung. 

Gully,  James  Manby,  M.D.,  of  Malvern,  obituary  notice  .  7 

Harding,  John  Fosse,  obituary  notice  .  .  .8 

II ABLET,  John,  M.D. 

The  pathology  of  myxcedema  as  illustrated  in  a  typical  case 

189 

Harper,  Philip  H.,  obituary  notice      .  .  .9 

HEMIANESTHESIA,  left,  produced  by  embolism  of  the  right 
middle  cerebral  artery  (S.  J.  Sharkey)    .  .  265 

HEMIPLEGIA,  leet,  produced  by  embolism  of  the  right  middle 
cerebral  artery  (S.  J.  Sharkey)  .  .  .  265 

HERMAN,  G.  Ernest,  M.B. 

An  average  or  "  composite  "  temperature  chart  of  smallpox 

205 

HIGH  AMPUTATION  for  senile  gangeene,  see  Amputation. 

Hudson,  Robert  Samuel,  of  Redruth,  obituary  notice       .  2 

HUTCHINSON,  Jonathan,  F.K.S. 

On  high  amputation  for  senile  gangrene     .  .  91 

lies,  Francis  Henry  "Wilson,  M.D.,  of  Watford,  obituary  notice  3 

Jones,  Thomas  William,  M.D.,  obituary  notice  .  .  18 

LANE,  W.  Arbuthnot. 

Three  forms  of  spinal  deformity  .  .  .  233 

LIGATUBE,  see  Artery  (external  iliac). 

LOCALISATION,  see  Cerebral  Localisation. 

LUNG,  gangrene  of  the,  following  necrosis  of  the  temporal 
bone,  the  result  of  scarlet  fever  ;  treatment  by  drainage  ; 
recovery  (W.  Cayley  and  A.  Pearce  Gould)  .  209 

Description  of  patient,  account  of  operation  and  progress  of  the 
case,  209—213 ;  remarks,  214. 

—  pus-secreting  basic  cavities  of,  their  treatment  by  para- 
centesis and  free  drainage  (C.  Y.  Biss)   .  .  217 

Pus-secreting  basic  cavities  divided  into  three  groups,  217-8 ; 
description  of  a  case,  with  account  of  operation  by  Mr.  Marshall, 
218-226;  post-mortem,  226;  remarks  on  the  diagnosis,  227-9; 
discussion  of  advisability  of  paracentesis,  229-231 ;  literature  of  the 
subject,  231-2. 
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MACKENZIE,  Stephen,  M.D. 

On  the  weight  of  the  thyroid  body  in  persons  dying  from 
various  causes  ....  277 

Macnaught,  John,  M.D.,  of  Liverpool,  obituary  notice       .  6 

MARSHALL,  John,  F.R.S. 

Annual  address  as  President,  March  1st,  1884        .   .  1 

Marshall  Hall  Prize  Oration  (David  Ferrier)     .  .  33 

MEDIASTINAL  EMPHYSEMA,  see  Emphysema. 

Meredyth,  Adolphus  William  Leodore  Colomiati,  M.D.,  obituary 
notice        .  .  .  .  .8 

Montefiore,  Nathaniel,  obituary  notice  .  .  14 

MTXCEDEMA,  the  pathology  of,  as  illustrated  in  a  typical  case 
(J.  Harley)  ....  1.89 

Case  originally  under  Dr.  Ord  and  described  by  him  ('  Med.-Chir. 
Trans.,'  lxi),  189;  account  of  patient,  189-194;  post-mortem  and 
report  by  Dr.  Hadden  on  cervical  sympathetic,  and  some  other  of 
the  tissues,  194-6 ;  chemical  examination  of  the  tissues,  197-200 ; 
description  of  a  second  case,  201-3 ;  relation  of  thyroid  gland  to 
myxcedema,  204. 

NERVE,  fifth,  neurectomy  of  the  second  division  of  (T.  F. 
Chavasse)  .....  145 

NEUEECTOMT  of  the  second  division  of  the  fifth  nerve  (T.  F. 
Chavasse)  .....  145 

History  of  two  cases  and  description  of  the  operations,  145-9 ; 
operation  first  advocated  by  Carnochan,  of  New  York,  149 ;  results 
of  twenty-two  cases,  151 ;  operations  by  Liicke,  Lossen,  Reyher, 
Nussbaum,  Billroth,  and  Gerster,  152-3  ;  table  of  twenty-four  cases, 
154-6. 

NOUNS,  loss  of,  a  particular  form  of  amnesia  (W.  H.  Broad- 
bent)         ..  .  .  .  .249 

Obituary  notices  of  deceased  Fellows  of  the  Society  in  1883. 

Druitt,  Robert   .       .       .  12  I  lies,    Francis    Henry  Wilson, 

Evans,  George  Henry.  M.D.  2  j      M.D.,  of  Watford         .       .  3 

"Fagge,  Charles  Hilton,  M.D.  9  Jones,  Thomas  William,  M.D.   .  18 

Farr,  William,  M.D.,  Hon.  Macnaught,    John,    M.D.,  of 

Fellow    .       .       .       .18  Liverpool      ....  6 

Gully,  James  Manby,  M.D.,  Meredyth,    Adolphus  William 

of  Malvern     .       .       .  7  Leodore  Colomiati,  M.D.       .  8 

Harding,  John  Fosse  .  8  Montefiore,  Nathaniel               .  14 

Harper,  Philip  H.             .  9  Phillips,  Richard      .       .  .14 

Hudson,    Robert    Samuel,  j  Sims,  James  Marion,  M.D.  .  3 

of  Bed  ruth     .       .  2  1  Stewart,  Alexander  Patrick,  M.D.  14 


—  of  Benjamin  Robert  Wheatley,  Resident  Librarian  21 
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PARACENTESIS,  on  the  treatment  of  pus-secreting  basic 
cavities  of  the  lung  by  (C.  T.  Biss)        .  .217 

PARALYSIS,  alcoholic  spinal,  on  a  form  of  (W.  H.  Broad- 
bent)      V ,  .  .  .  .133 

PARAMETRITIS ,  albuminiikia  with  (J.  Matthews  Duncan) 

273 

PARKER,  Robert  William. 

Case  of  spontaneous  inguinal  aneurism  in  a  boy  aged  twelve 
years,  for  which  the  external  iliac  was  tied  :  with  a  table 
of  all  the  other  recorded  cases  of  external  aneurism  in 


persons  under  twenty  years  of  age         .  .  51 

Phillips,  Richard,  obituary  notice       .             .  .14 

PNEUMOTHORAX  in  connection  with  tracheotomy  (E.  H. 

Champneys)             .              .              .  .  101 

PSOAS  abscess,  see  Abscess. 


RESPIRATION,  abtificial,  in  stillborn  children;  addendum 
to  third  communication  (mediastinal  emphysema,  and 
pneumothorax  in  connection  with  tracheotomy)  (E.  H. 
Champneys)  ....  101 

Statement  by  Dr.  Angel  Money  as  to  occurrence  of  mediastinal 
emphysema  and  pneumothorax  in  post-mortems  since  the  reading  of 
Dr.  Champney's  paper  ('  Med.-Chir.  Trans.,'  lxv). 

—  fourth  communication  : — certain  minor  points  (E.  H. 
Champneys)  ....  105 

Effect  of  air  in  the  abdominal  viscera  on  the  amount  capable 
of  being  drawn  into  the  lungs,  105  ;  methods  to  prevent  entrance 
of  air  into  stomach  in  mouth-to-mouth  inflation,  107 ;  patency 
of  upper  part  of  air-passages,  108 ;  progressive  signs  of  returning 
to  life,  111;  works  quoted,  112. 

RINGER,  Sidney,  M.D.,and  Harrington  SAINSBTJRY,  M.D. 
Investigations  into  the  action  of  the  digitalis  group    .  67 

SAINSBTJRY,  Harrington,  M.D.,  see  Ringer  and  Salisbury 
(action  of  the  digitalis  group). 

SENILE  GANGRENE,  see  Gangrene. 

SHARKEY,  Seymour  J.,  M.B. 

Embolism  of  the  right  middle  cerebral  artery,  producing 
left  hemiplegia  and  hemianesthesia  ;  absorption  of  a  large 
portion  of  the  right  hemisphere  ;  death  seven  years  later 

265 

Sims,  James  Marion,  M.D.,  obituary  notice        .  .  3 

SMALLPOX,  an  average  or  "  composite  "  temperature  chart  of 
(G.  E.  Herman)       .  .  205 
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SPINA  BIFIDA,  large,  radical  cure  of,  in  an  adult  (W. 

Whitehead)  .             .                           .  .127 

Description  of  the  patient,  127-129 ;  account  of  the  operation, 
130 ;  conclusions  drawn  from  the  case,  132. 

SPINAL  COED,  see  Alcoholic  spinal  paralysis. 

SPINAL  DEFORMITY,  three  forms  of  (W.  A.  Lane)   .  233 

Description  of  spinal  deformity  among  men  who  carry  heavy 
burdens  (1)  on  their  right  shoulder,  234 ;  (2)  on  their  back,  239, 
and  (3)  on  their  heads,  241. 

SPINE,  caries  of  the,  direct  treatment  of  psoas  abscess  with 


(F.Treves)  .  .  .  .  113 

Stewart,  Alexander  Patrick,  M.D.,  obituary  notice  .  14 

STILLBORN  CHILDREN,  on  the  value  of  systematic  exami- 
nation of  (J.  B.  Sutton)  .  .  .  157 


Recent  endocarditis  in  a  foetus,  mother's  heart  normal,  158 ; 
constriction  of  stomach,  with  intestine  terminating  in  a  cul-de-sac, 
159-61 ;  spinal  curvature,  161-2 ;  abnormal  conditions  of  the  kid- 
neys, 162-3;  deficiency  of  the  diaphragm,  163;  cleft-palate; 
meningo-encephalocele,  163-4. 

—  artificial  respiration  in,  see  Respiration  (artificial) . 
SUTTON,  John  Bland. 

On  the  value  of  systematic  examination  of  stillborn  children 

157 

TEMPERATURE  CHART,  an  average  or  "composite,"  of 
smallpox  (Gr.  E.  Herman)        .  .  .  205 

Description  of  four  charts,  205-7. 
THYROID  BODY,  on  the  weight  of  the,  in  persons  dying  from 
various  causes  (S.  Mackenzie)  .  .  .  277 

Table  of  cases  arranged  according  to  ages,  278-9. 
TRACHEOTOMY,  mediastinal  emphysema  and  pneumothorax 
in  connection  with  (F.  H.  Chainpneys)    .  .  101 

TREVES,  Frederick. 

The  direct  treatment  of  psoas  abscess  with  caries  of  the 
spine         .  .  .  .  .113 

Wheatley,  Benjamin  Robert,  Resident  Librarian,  obituary  notice 

21 

WHITEHEAD,  Walter. 

Radical  cure  of  a  large  spina  bifida  in  an  adult  .  127 

XERODERMA  PIGMENTOSUM  (Kaposi)  or  Atropho- 
derma pigmentosum,  three  cases  of  (H.  R.  Crocker)  .  169 
Disease  first  described  by  Hebra,  169 ;  description  of  three  cases, 
170-176;  etiology  and  symptoms,  176-9;  description  of  the  tu- 
mours, 179  ;  diagnosis,  prognosis,  treatment,  and  pathology,  180-2  ; 
"  atrophoderma  "  suggested  in  place  of  "  xeroderma,"  183 ;  table  of 
34  cases,  184-7. 
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